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CONTENTS 


The purpose of this report is to present to 
Parliament and the public a clear and 
informative account of the expenditure and 
activities of the Department of Health. 


If you would like further information on 
anything contained in the report, or have 
any comments or suggestions on its 
content or presentation, please write to: 


Anne Griffin 

Finance and Performance Directorate 
Department of Health 

Quarry House 

Quarry Hill 

LEEDS LS2 7UE 


FOREWORD 


FOREWORD 


| am pleased to present the seventh annual report from the Department of 
Health. It describes the progress and achievements of the past year and sets out 
expenditure plans for 1997-98 to 1999-2000. 


The report focuses on the different business areas for which the Department is 
responsible, the resources committed to each and the results that are being 
achieved. Spending plans, performance and priorities| for further development 
are described for each of the Department's business areas: public health, the 
National Health Service (NHS), social care and departmental management. 


The Department assigns a high priority to public health issues. The 
Department's response to public concern, particularly over Creutzfeldt-Jakob 
disease and the outbreaks of E-coli are covered in this year’s report. Work 
continues towards achieving Health of the Nation targets, two of which have 
been achieved ahead of time, and activity is being directed at those targets 
which present particular challenges. Progress continues with the very successful 
child immunisation programmes, and the incidence of childhood diseases are at 
their lowest ever levels. 


With changes to the structure of the NHS completed on 1 April 1996, the focus 
has been on ensuring the NHS is able to deliver high-quality services to patients. 
The NHS has achieved a great deal since its inception 50 years ago, but also has 
ambitions for what it can achieve in the future. While remaining true to its 
founding principles, the NHS should be responsive to the needs of patients and 
carers, and harness the products of scientific advance for improved health. 
Work will continue on promoting a primary care led NHS, developing the NHS 
workforce and securing the highest quality of care. 


Social services work has also focused on the challenges and opportunities of the 
future, and the need to deliver care which supports individuals’ and families’ 
responsibilities to themselves and the community. It is clear that social services 
should continue to provide support for those who need it most, complementing 
rather than substituting for the support mechanisms provided by families, the 
community and other organisations. 


The Department has continued to implement a programme of organisational 
change to ensure that it achieves its objectives as efficiently and effectively 
as possible. 


This report is an important element in our accountability to Parliament and the 
public. | believe it explains clearly what our policies are and how our expenditure 
plans support their achievement. 


Ts. Ur. 


Rt Hon Stephen Dorrell MP 
Secretary of State for Health 
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1. INTRODUCTION 


1.1. This is the seventh annual report of the Department of Health, providing 
financial information about the spending programmes of the Department. 


1.2 There are two complementary documents published by the Department. 
The Government's Chief Medical Officer publishes an annual report in the 
autumn!:! which reports on the state of public health in England, explains 
changes in the factors which influence public health and identifies areas where 
improvements could be made. The NHS Executive publishes the NHS Annual 
Report'-2. This reviews progress by the NHS towards its medium-term priorities, 
reflecting the achievements of its staff. The report also describes the future 
objectives of the NHS. The three annual reports each have specific purposes and 
audiences, but complement each other and provide a broad and coherent 
picture of the Department's activities. 


Department of Health 


1.3. The Department of Health is responsible for health and personal social 
services in England. The Health programme is funded mainly by central 
government. The Department sets overall policy on all health issues, including 
public health matters and health consequences of environmental and food 
issues. It is also responsible for the provision of health services locally, a function 
which it discharges through the NHS Executive. The NHS Executive is 
responsible for the central management of health authorities and for holding 
NHS trusts accountable to Ministers, in particular for the performance of their 
statutory financial duties. 


1.4 The Personal Social Services (PSS) programme consists largely of 
spending by local authorities. The Department sets the overall policy for delivery 
of personal social services and provides advice and guidance to local authorities. 
The programme is financed in part by central government grants and credit 
approvals, but most local authority PSS revenue expenditure depends on 
decisions by individual local authorities on how to spend the resources available 
to them. 


Aim and Objectives 
1.5 The Department of Health's overall aim is: 


to improve the health and well being of the people of England, and to secure 
the provision of high quality health and social care for those who need it. 


1.6 It pursues that aim by supporting Ministers in developing appropriate 
policies, and determining the necessary resources for the delivery of services 
through the NHS and local authorities, so that: 


@ the health of the nation can be protected, promoted and improved; 
S high-quality care can be secured through the NHS; 


@ high-quality social care can be secured through local, authorities and other 
agencies. 


INTRODUCTION 


1.7. Meeting these aims comprises the core business of the Department and 
involves: supporting Ministers, the Permanent Secretary, the Chief Executive, 
and the Chief Medical Officer to discharge their statutory responsibilities and 
accountability to Parliament; securing and allocating NHS, social care and other 
resources and ensuring value for money; management and development of the 
organisation and staff; and enabling the United Kingdom to play an effective 
part in the work of the European Community and other international health 
and social services bodies. 


1.8 Over the medium term, a number of key objectives have been identified 
for the Department's business groups in pursuit of these aims. These objectives 
are set out in the chapters that follow covering each of the Department's 
business areas. 


1.9. The allocation of Ministerial responsibilities is shown in annex C. The 
organisations of the Department of Health and of the NHS are shown at annex 
D and annex E respectively. 


Cash Plans 


1.10 Table 1.1 summarises the cash plans for the Department of Health; 

further details are given in annex A. Table 1.2 summarises local authority 

expenditure. Both these sets of figures are discussed in greater detail in the 
chapters that follow. 


1.11 Details of spending on health and personal social services programmes in 
Scotland, Wales and Northern Ireland are published in the Departmental Report 
of the relevant Office. A breakdown of total government expenditure on these 
programmes within the United Kingdom for current and past years is given in 
table 1.2 of the Statistical Supplement to the Public Expenditure Statistical 
Analyses'-3, Annex B to this report summarises recent expenditure trends and 
future spending plans for the NHS in the United Kingdom. 


1.12 The Departmental Report reflects the simplification of the Supply 
Estimates!-4. Additional information previously contained in the Estimates can 
now be found in this report; annex K provides further information. 


Table 1.1: Summary Cash Plans 


INTRODUCTION 


£ million 
Vote 1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
Section outturn outturn outturn outturn outturn estimated plans plans plans 
= 7 __outturn 
Department of Health 
Health services 
1A National Health Service hospital, 
community health, family 
health (cash limited) and 
related services! 2 19,445 21,350 22,241 23,505 25,047 26,509 PAN 4° 26,003 26,532 
1B National Health Service trusts? -24 223 303 590 401 244 310 238 266 
1 National Health Service family 
health services (non-cash 
limited)! 5,219 5,613 5,622 5,624 5,709 5,695 5,454 8,085 8,255 
2A Departmental administration 292 357 328 321 314 300 286 286 286 
MCA Trading Fund4 5 1 1 1 
Central health and 
miscellaneous services __ ee ee ARF 451 461 497 539 _ 526 =531 __ 543 
Total health services Das 27,970 28,950 30,579 31,968 33,287 34,368 35,143 35,883 
Other services ; ‘ca 
2l Personal social services 25 31 34 32 30 31 33 33 32 
1A/2) Civil defence 1 1 2 1 1 1 2 2 2 
os Central government grants to 
local authorities 58 83 654 831 Lez 654 466 130 130 
Credit approvals ‘ ; ROG wee Mizoer. | 132 140. 145) “105. 685 7a 64s 366 _ 
Total Department of Health 25,543 28,212 29,772 31,584 32,916 34,078 34,938 Bip py? 36,113 
Of which: 
Central government's own 
expenditure 25,404 27,780 28,678 30,022 31,598 33,076 34,092 34,939 35,650 
Public corporations (excluding 
nationalised industries) -24 223 303 590 401 244 310 238 266 
Central government support to 
local authorities 164 209 786 972 918 759 535 194 196 
Trading funds 5 1 1 1 


'1In 1991-92, 1992-93, 1993-94, 1994-95, 1995-96 and 1997-98 provision of £125, £295, £628, £1009, £1296, £1806 and £2419 million respectively for drugs prescribed by GP 


fundholders is included in HCHS current expenditure. However, for other years all provision for FHS drug costs is included in FHS non-cash limited provision. This reflects the fact that there is no 
basis for adjusting previous years’ figures because GP fundholders did not exist before 1 April 1991 and for future years decisions on the number of GP fundholders have not yet been taken . 

2 HCHS current expenditure includes that element of trust capital expenditure which they fund from their charges to health care purchasers (in 1991-92, 1992-93, 1993-94, 1994-95, 1995- 
96, 1996-97 of £231, £363, £696, £975, £1053, £1106 million respectively and provisional figures for 1997-98, 1998-99 and 1999-2000). 


3 Figures for forward years are provisional estimates. 


4 Prior to 1993-94 MCA figures are included in departmental administration. MCA figures from 1993-94 reflect the reclassification of expenditure following the move to Trading 
Fund status. 
5 The expenditure on this table relates to the 1997-98 Supply Estimate for Class XI Votes 1 and 2. 
6 Totals may not sum due to rounding. 


Table1.2: Local Authority Expenditure: 


= Be 2 = : ee : . £ million 
1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 
outturn outturn outturn outturn estimated plans 
pet @. ee ee 4A f a = —— 7 outturn 
Department of Health 
Current spending 
Personal social services? 4,622 4,974 5,660 6,618 7,338 7,923 
Port health 5 5 oe 4 4 4 
Total current spending. 4,627 4,979 5,665 6,622 7,342 7,927 
Capital spending 
Personal social services 133 132 118 156 164 161 
Total net capital spending 133 132 118 156 164 161 
Of which: 
Gross spending 166 169 187 201 204 192 
Capital receipts -34 -38 -69 -45 -40 -31 
Total local authority expenditure 4/609 = Sl) 5,783 6,778 7,506 _ 8,088 


1 LA PSS expenditure did not form part of the control total until 1993-94, except for the element of central government support 
within it. This was descibed in the Statistical Supplement to the 1992 Autumn Statement (CM 2219). 
2 From 1993-94 includes additional resources for community care reforms. 
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2. EXPENDITURE 


The Health and Personal Social Services Programmes 
2.1 The health and personal social services programmes consist of: 


@ NHS Hospital and Community Health Services (HCHS), providing all hospital 
care and a wide range of community services; 


@ NHS Family Health Services (FHS), providing general medical, dental, 
pharmaceutical and some ophthalmic services and covering the cost of 
medicines prescribed by general practitioners (GPs); 


® Central Health and Miscellaneous Services (CHMS), providing services which 
can most effectively be administered centrally, for example welfare foods 
and support to the voluntary sector; 


® provision of social care by local authorities, supported by the Department of 
Health and Department of the Environment programmes; 


@ the administrative costs of the Department of Health. 


Full details of spending, performance and value for money against each of the 


 sub-programmes are contained in the chapters which follow. 


NHS Expenditure Plans 


2.2 Spending on the NHS in 1997-98 reflects the priority being given to 
health. The Government plans to increase its current spending on the NHS in 
England by £1.6 billion to £33,042 million in 1997-98, equivalent to 2.9 per 
cent in real terms. Government spending on NHS capital will be £1,332 million 
in 1997-98 and in addition to public capital receipts from sales of surplus land, 
the NHS is expected to benefit significantly next year from private-sector capital 
investment under the Private Finance Initiative (PFI). In total the Government 
plans to increase its spending on the NHS to £34,374 million in 1997-98, 
equivalent to £1,677 per household. This is an increase of 2.0 per cent in real 
terms over the original plan for 1996-97. Current spending on the hospital and 
community health services will grow by 3.0 per cent in real terms over original 
plans. An additional £25 million has been made available in 1996-97 to help 
ease winter pressures. 


2.3 Full details of outturn and planned expenditure on the NHS both in total 
and for each of its subprogrammes are given in table 2.1. This shows net 
expenditure (that is, spending financed by the Exchequer) as well as gross 
expenditure (that is, including the additional sums available to the health 
programme from receipts from the sale of surplus land, charges and income 
from private patients, etc). Gross figures for the United Kingdom are given in 
annex B to this report. 


2.4 Table 2.1 reflects the areas in which funds are actually spent. By 
contrast, annex A reflects the classification used for technical reasons when 
funds are voted by Parliament for the NHS. The main differences from table 2.1 
are that much spending on capital is now financed through trusts’ external 
finance limits (EFLs) and an element of health authorities’ payment to trusts for 
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NHS services; and that spending by GP fundholders on drugs is included with 
HCHS, not FHS. Full details of the adjustments made to the annex A figures to 
produce those used in table 2.1 are given in the notes to the latter. All NHS 
figures quoted in the remainder of this report relate to table 2.1. 


Table 2.1: National Health Service, England — By Area of Expenditure 


Central government expenditure 


1991-92 
outturn 


National Health Service hospitals community 


health, family health (cash limited) and 


related services 
current expenditure’ 
gross 

charges and receipts? 

net 

net percentage real 
terms change 

capital expenditure? 4 
gross 

charges and receipts? 

net 

net percentage real 
terms change 

Total 

gross 

charges and receipts? 

net 


National Health Service family health services 


(non-cash limited)5 

current expenditure 

gross 

charges and receipts 

net 

net percentage real 

terms change | aes 
Departmental administration 
current expenditure 

gross 

charges and receipts 

net 

capital expenditure 

gross 

charges and receipts 

net 

Total 

gross 

charges and receipts 

net 


18,332 
-526 
17,806 


1,659 
-169 
1,489 


13:99 
-695 


19,296 _ 


£ million 


1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
outturn outturn outturn outturn estimated plans plans plans 
outturn 


20,117 20,840 27S 22,872 23,754 24,799 L522 25,834 
-539 -494 -407 -434 -431 -431 -431 -431 
19/578 20,347 21,324 22,438 2ajae3 24,368 24,891 25,403 


5.5% 1.0% 3.0% 2.7% 1.4% 2.4% 0.1% 0.0% 
1,815 1,783 2,049 1,996 1,993 1,604 1,529 1,547 
-115 -213 -208 -282 -369 -289 -179 -152 
1,700 1,570 1,840 1,714 1,624 iis 1,350 1,395 

9.5% -10.2% 15.2% -9.1% -7.6% -20.6% 0.6% 1.3% 


21,932 22,623 23,779 24,869 25,747 26,403 26,851 27,381 
-654 -707 -615 FtF -800 -720 -610 -583 
21,278 21,916 23,164 24152 24947 25,683 26,241 ~—s«-26,798 


6,558 6,914 7,329 7,700 8,237 8,632 8,845 9,011 
-650 -664 -696 -694 -736 -759 -760 -756 
5,908 6,250 6,633 7,005 7,501 7,873 8,085 8,255 
6.1% 28% 43% 3.1% 45% 29% 07% 0.1% 
341 328 321 315 302 294 294 294 
-27 -16 -17 -15 -14 -17 -16 -15 
313 312 304 300 287 277 278 279 
43 16 17 14 13 9 8 7 
0 0 0 0 0 1 0 0 
43 16 17 14 13 8 8 3 
384 345 338 329 315 303 302 301 
27 -16 “ty “15 -15 -18 -16 “15 
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£ £ million 
1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
outturn _, outturn outturn outturn outturn’ estimated plans plans plans 
so __outturn— 
MCA Trading Fund® 
current expenditure 
gross 5 0 0 0 0 0 0 
charges and receipts 0 0 0 0 0 0 0 
net 5 0 0 0 0 0 0 
capital expenditure 
gross 0 0 0 1 1 1 0 
charges and receipts 0 0 0 0 0 0 0 
net _——- _ ee eee ae 0 — Or. it 'y 1 1 0 
Total eS ae a 
gross 5 0 0 0 1 1 1 
charges and receipts 0 0 0 0 0 0 0 
net Re = ad ioe 8 5 0 0 0 4 ee 1 ~. 
Central health and miscellaneous services 
current expenditure 
gross 474 488 508 529 578 628 611 616 628 
charges and receipts -63 -70 -65 -76 -89 -95 -93 -93 -93 
net 410 418 443 454 489 =i fe, 519 524 536 
capital expenditure ; 
gross 11 10 8 i 8 6 8 7 7 
charges and receipts 0 0 0 0 0 0 0 0 0 
net 11 10 8 rj 8 6 8 r) 7 
Total 
’ gross 485 498 516 537 586 634 619 624 636 
charges and receipts -63 -70 -65 -76 -89 -95 -93 -93 -93 
net pas ss a 421 427 451 461 497 539 526 531 543 
Total National Health Service 
current expenditure’ 
gross 25,092 27,503 28,595 29,909 31,464 32,921 34,336 35,077 35,767 
charges and receipts? -1,264 -1,286 -1,239 -1,195 -1,232 -1,277 -1,300 -1,300 -1,294 
net 23,829 26,217 27,356 28,715 30,232 31,644 33,037 33,714 34,473 
capital expenditure 
gross 1,693 1,868 1,807 2,073 2,018 2,012 1,621 1,546 1,562 
charges and receipts? -169 -115 -213 -208 -282 -369 -290 -179 -152 
net 1,524 LRP: 1,594 1,865 1,736 1,643 1,332 1,366 1,410 
Total 
gross 26,786 29,371 30,402 31,983 33,483 34,933 35,958 36,622 37,329 
charges and receipts? -1,433 -1,401 -1,452 -1,403 oy le 9 fs -1,646 -1,589 -1,479 -1,446 
net ho fo 27,970 28,950 30,579 31,968 33,287 34,368 35,143 35,883 
net percentage real 
terms change 5.9% 0.6% 3.8% 2.1% 1.6% 1.2% 0.2% 0.1% 


1 Funding for that element of trusts’ capital expenditure which they fund from their charges to health-care purchasers (£231 million in 1991-92, £363 million in 1992-93, 
£696 million for 1993-94, £975 million for 1994-95, £1,053 million for 1995-96, and estimated £1,106 million in 1996-97, and provisional figures in 1997-98, 1998-99, and 
1999-2000) included within HCHS capital here, is included within HCHS current in table 1.1 and annex A. 

2 From 1991-92, includes trust receipts/charges (for current, £37 million in 1991-92, £88 million in 1992-93, £165 million in 1993-94, £300 million in 1994-95, £331 million 
for 1995-96 and an estimated £331 million for 1996-97; for capital, £3 million in 1991-92, £6 million in 1992-93, £37 million in 1993-94, £51 million for 1994-95, £72 
million for 1995-96, and an estimated £69 million for 1996-97). Figures for all receipts and charges for future years are provisional estimates. 

3 Provision for capital spending within GMS cash-limited expenditure (£44 million in 1991-92, £23 million in 1992-93, and £21 million in 1993-94), included in HCHS capital 
here, is included in HCHS current in table 1.1 and annex A. 

4 HCHS capital includes all NHS trust capital expenditure, ie, that funded from charges to health-care purchasers (see note 1) and that financed from their EFLs (£-24 million in 
1991-92, £223 million in 1992-93, £303 million in 1993-94, £590 million in 1994-95, £401 million in 1995-96, and estimated £244 million in 1996-97, and provisional 
figures in 1997-98, 1998-99 and 1999-2000). 

5 Expenditure on drugs prescribed by GP fundholders (£125 million in 1991-92, £295 million in 1992-93, £628 million in 1993-94, £1,009 million in 1994-95, £1,296 million 
in 1995-96 and £1,806 million in 1996-97), included here in FHS non-cash limited current, is included in HCHS current in table 1.1 and annex A for those years. Since 
decisions on the number of GP fundholders in future years have not yet been taken, all FHS drug costs from 1996-97 onwards are included in the non-cash limited provision. 
6 Prior to 1993-94, MCA figures are included in departmental administration. MCA figures from 1993-94 reflect the reclassification of expenditure following the move to 
trading fund status. 
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Table 2.2: Comparison of Expenditure Plans for 1996-97 and 1997-98 with those in last year's Departmental 


Report (Cm 3212) ; $ £ Million 
1996-97 1997-98 
— = —= Cm 3212 difference Table 2.1 Cm 3212 difference Table 2.1 
HCHS current 23,181 142 23323 Pie pd 1S: 595 24,368 
HCHS capital 1,543 81 1,624 1,495 -180 13 
FHS current 7,494 2 7,501 7,805 68 7,873 
Departmental administration! 309 -9 300 295 -8 287 
CHMS 527 12 539 540 -14 526 
NHS total 33,054 233 33,287 33,907 461 34,368 


7 For consistency, includes MCA 


Figure 2.1: NHS Sources of Finance in 1995-96 


Capital refunds to 
NHS Trusts 2.5% 


Charges 2.3% 


Miscellaneous 
1.0% 


NHS element of 
NI contributions 
12.2% 


Consolidated 
fund 
82.1% 


2.5 Table 2.2 compares net expenditure on the NHS in 1996-97 and 
the planned expenditure for 1997-98 with the figures published in last 
year's Departmental Report 2:1. 


2.6 The main areas of change (£10 million or over) to the spending 
plans for the various parts of the programme are as follows: 
1996-97 


HCHS current: £142m 
125 Take up of end year flexibility 
25 Priority Services 


HCHS capital: £81m 


81 Take up of end year flexibility 
CHMS: £12m 
13 Grant to Thalidomide Trust, and transfer from departmental administration for 


Welfare Food Scheme and E111 Scheme 
1997-98 


HCHS current: £595m 


600 Change agreed in 1996 Public Expenditure Survey 
13 Transfer from FHS for London Implementation Zone (LIZ) 
-15 Transfers to FHS for GDS local initiatives, to CHMS for adjustment to UK cost of 
financing EC health programme, and to Scotland/Wales/N. Ireland for cross 
border flows 


HCHS capital: £180m 


-180 Change agreed in 1996 Public Expenditure Survey 
FHS: £68m 
76 Change agreed in 1996 Public Expenditure Survey 
-13 Transfer to HCHS current for London Implementation Zone (LIZ) 
CHMS: £-14m 
-9 Change agreed in 1996 Public Expenditure Survey 
-11 Adjustment to UK cost of financing EC health programme (including £5m 


transferred from HCHS current) 
Sources of Finance 


2.7. The NHS is financed mainly through general taxation and an 
element of National Insurance contributions. In 1996-97 it is estimated 
that 93.3 per cent of gross NHS spending in England will be met from 
these two sources: 80.8 per cent from the Consolidated Fund, that is, 
from general taxation, and 12.5 per cent from the NHS element of 
National Insurance contributions. Decisions taken in the annual public 
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Table 2.3: NHS Sources of Finance 


‘ - ss ___ Percentages _ 
Financial Year Total Consolidated NHS | Total Charges Capital Miscellaneous 
Public Fund Expenditure Contributions from other refunds to 3 
ee ee a sources —_NHS Trusts2 _s 

1988-89 95.2 80.1 15.1 4.8 31 : 17 
1989-90 94.1 TiS 16.6 5.9 4.5 - 1.4 
1990-91 94.5 78.8 15.7 5.6 45 : 1 
1991-92 94.7 80.7 14.0 5.6 4.1 - ie 
1992-93 95.0 81.8 13.2 nae 3.7 ; 15 
1993-94 94.7 82.0 Tey 5.4 ae TZ Wel 
1994-95 94.5 82.4 12.1 : 5.6 2.4 22 1.0 
1995-96 94.3 82.1 12.2 | 5.8 2.3 2.5 1.0 
1996-974 93.3 80.8 ee 6.7 2.4 = ps 1.1 
1997-984 93.0 n/a na 7.0 n/a na n/a 
1998-994 93.0 n/a n/a 7.0 n/a n/a n/a 
1999-004 93.0 n/a n/a_ TS: va na na 


2 Capital refunds to NHS trusts were not identified separately prior to 1993-94. 
3 Mainly health authority capital receipts. 
4 Estimates. 


_ Spending round relate to the total amount of spending to be financed through 
public expenditure. Changes in the sums raised by the NHS element of National 


: : : ; ; Figure 2.2: Growth in NHS Gross Expenditure (1995-96 prices) 
Insurance contributions (for example, because of an increase in earnings) 


therefore do not in themselves provide more or fewer resources for the NHS in E 35000 
total, but merely change the balance of funding between the taxpayer and the g en 
contributor. The remainder of NHS expenditure comes from charges and 3 
receipts, including land sales and the proceeds of income generation schemes 5 25000 
(see figure 2.1). Table 2.3 shows how sources of finance have changed over dite 
time. 
15000 
Recent Expenditure Trends 
2.8 Net expenditure on the NHS in 1996-97 is forecast to be £33,287 million, se 
an increase of 39 per cent in real terms (measured by the GDP deflator) since _— 
1986-87. The equivalent gross figure is forecast to be £34,933 million. P 
Figure 2.2 shows how NHS expenditure has grown in real terms. 1986-87 1988-89 1990-91 1992-93 1994-95 1996-97 
2.9 The largest part of NHS spending is on the Hospital and Community 
Health Services: forecast at £23,754 million on current and £1,993 million on Figure 2.3: NHS Gross Expenditure 1996-97 
Capital-in 1996-97. Within the HCHS total, £795 million is forecast for FHS cash Ae 
limited spending including infrastructure support for GP fundholders. The total Sams pea 
non-cash limited Family Health Services account for £8,237 million. The nN £0.3bn 
remainder will be spent on the Central Health and Miscellaneous Services and FE current 
Departmental Administration (see figure 2.3). iat eatin 


Personal Social Services (PSS) Expenditure 


2.10 The Department is also responsible for determining the necessary _— 
resources for the delivery of high-quality social care through local authorities and Heth pends 
other agencies. The resources provided for this from the Department of Health 

public expenditure programme are shown in annex A. Full details of the range 
of services provided and how they are resourced are contained in chapter 5. 


Table 2.4: Expenditure on Local Authority Personal Social Services 
£million 


1984-85 1991-92 1992-93 1993-94 1994/95 1995/96 1996/97 
outturn _—_outturn outturn outturn outturn provisional budget 


: a ane es __outturn 
Current expenditure! 2 
gross 2,642 S127 5,470 6,278 7,503 . = 
charges 366 506 502 621 886 = = 
net! ZLdd 4,622 4,968 5.697, 6,617 7,338 7,923 
net real terms? a = 3,916 5,296 5,462 6,045 6,948 71524 7,923 
Capital expenditure 
gross 100 166 169 185 201 204 197 
income 22 34 38 69 45 40 34 
net , : 78 133 132 116 156 164 166 
Total local authority expenditure 
gross 2,742 5,293 5,639 6,463 7,704 - : 
charges/income 388 540 540 690 931 P ss 
net 2,355 4,754 5,099 5 Jas o,7%3 7,502 8,089 


1 Excluding capitalised current expenditure, including redundancy payments, for 1992-93, 1993-94 
and 1994-95 which are included in table 1.2. 

2 Net figures only available for 1995-96 and 1996-97. 

3 Real terms calculated using Gross Domestic Product deflator . 


4 Figures may not sum due to rounding. 


Figure 2.4: Growth in Real Terms in Local Authority Net Current 2.11 Table 2.4 shows total local authority current and capital expenditure on 
Expenditure on Personal Social Services (1984-85=100) personal social services (PSS). Local authority PSS current expenditure has 
doubled in real terms between 1984-85 and 1996-97. There has been a 


= 250 
é substantial increase in current expenditure since 1992-93, which reflects, 
a among other things, the new responsibilities placed on local authorities as a 
: 200 result of the community care reforms which took place in April 19932:2. Capital 
3 expenditure increased by 14 per cent in real terms between 1984-85 and 
5 150 1996-97 which Is less than the growth in revenue expenditure. This is consistent 
E with the shift in local authorities’ role from being a provider of services and 
therefore needing to maintain and invest in their own estate to becoming 
100 purchasers from the independent sector. The growth in net current expenditure 
is illustrated in figure 2.4. 
50 


1984-85 1986-87 1988-89 1990-91 1992-93 1994-95 1996-97 


12 


3. PUBLIC HEALTH 


The Department’s Public Health Role 


3.1 ‘The Public Health Group is responsible for the development and 
implementation of coherent policies to prevent disease, prolong life, identify 
emerging public health issues, and promote and protect the health of the 

: public. Provision for the objectives in this chapter appears in the 1997-98 Main 
_ Estimates for Class XI, Vote 21-4. 


3.2 _Incarrying out these responsibilities, the Public Health Group works closely 
with other government departments and agencies, the NHS, the European 
Commission and member states of the European Union, local authorities, the 
voluntary sector, health professional bodies, international agencies and the public. 


Management and Resources 


3.3 The great majority of the Department's programme expenditure on 
public health functions is subsumed within NHS general funding. Additionally, 
some direct expenditure is contained within the Central Health and 
Miscellaneous Services budget (see Figure 3.1 and annex H). Principal public 
,health spending within that budget is as follows: 


3.4 The welfare food programme provides entitlement to free liquid and 
dried milk and vitamins for families with children under five and expectant 
mothers receiving Income Support or an income-based Jobseeker’s Allowance; 
to subsidised dried milk for families with children under one receiving Family 
Credit; and provides one-third of a pint of free milk daily to children under five 
in non-residential day care. Expenditure on European Economic Area (EEA) 
medical costs is for treatment given to United Kingdom nationals by other 
member states: this continues to grow as a result of increases both in the 
number of people treated and in the treatment costs of member states. Some 
79 per cent of expenditure on medical, scientific and technical services is for the 
Public Health Laboratory Service Board, the National Biological Standards Board, 
the Microbiological Research Authority and the National Radiological Protection 
Board (their functions are described in annex H). Grants to voluntary 
Organisations go primarily to national organisations, across the spectrum of 
health and social services activity. The Health Education Authority (HEA) 
provides information and advice about health directly to the public; supports 
health professionals and others who provide health education to the public; and 
advises the Secretary of State on matters relating to health education. Since 
April 1996, the Department's budget for health promotion is being opened up 
to other suppliers through a process of competitive tendering. See also annex 
H, H.23 et seq. 


Research and Development 


3.5 Much of the Department's research in the field of public and 
environmental health is carried out by bodies such as the Microbiological 
Research Authority, the Public Health Laboratory Service, the National Biological 
Standards Board and the National Radiological Protection Board, partly in 
support of their own functions. 
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Figure 3.1: Central Health and Miscellaneous Services Gross 
Expenditure 1996-97 (Estimate) 
Total = £607m 


Other 
£16m 


Information services 
£52m 


Grants to voluntary 
organisations 
£59m 


Welfare foods 
£170m 


Medical, scientific 
and technical services 


EEA payments 
£188m ae 


£122m 
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3.6 The Department has prioritised research work relating to the Health of 
the Nation strategy and has funded major new programmes of work on skin 
cancer, mental health, nutrition, AIDS and drug abuse. New work is planned on 
variations in health status, and health behaviour. A major initiative on air 
pollution is under way, new work on vaccines development is being taken 
forward by the Jenner Institute and research on Hepatitis C has been ‘ 
commissioned. A strategy for research and development relating to the human 
health aspects of transmissible spongiform encephalopathies involves all major 
funders. 


Public Health Group: Key Objectives 


3.7 The key objectives that the Secretary of State has set the Public Health 
Group for 1997-98 and the years ahead are: 


@ To provide overall direction and oversight to the Government's Health of the 
Nation Strategy, and contribute specifically to achieving the Health of the 
Nation targets relating to substance misuse, coronary heart disease/stroke, 
diet and nutrition, accidents, skin cancer, HIV/AIDS and other sexually 
transmitted diseases and under 16 conceptions. | 

@ To monitor and survey the health of the population, using expert advice, and 
act to protect and improve public health taking into account new 
developments. 

@ To improve knowledge on the safety of food and water, implement ways to 
reduce risk and develop a sensible risk-related approach to deregulation, and 
minimise adverse effects by co-ordinating, where necessary, outbreak 
management. 

. Ale survey, and where appropriate respond to, specific hazards (chemical, 
microbiological and radioactive) to health in the environment, consider with 
other government departments, local authorities and health authorities the 
further needs for central monitoring and surveillance and central advice on 
chemical episodes. 

@ To strengthen arrangements for promoting and protecting public health, 
controlling communicable diseases (including Infectious Disease, Port Health, 
HIV/AIDS), developing and implementing appropriate immunisation policies 
where available, and providing information in this area to facilitate the 
protection of public health. 

@ To protect, whether by regulatory or other means, both the interests of 
patients and of the public health in respect of the ethical issues arising from 
such matters as patient consent, abortion and clinical research, as well as 
advances in genetics and assisted conception. 

@ To provide for an effective drug prevention campaign and a range of 
treatment and care programmes as part of the wider government strategy 
on tackling drug abuse. 


In addition, the following objective for the Departmental Resources and Services 
Group Is reported upon in this chapter: 


® To promote United Kingdom interests in international developments 
affecting health and social care; and ensure that the Department's work is 
informed by those developments and by the Government's international 
obligations. 


Public Health Objectives: Recent Progress and Future Plans 
3.8 The paragraphs that follow report on recent progress and future plans 
for each of the Public Health Group's objectives: 


To provide overall direction and oversight to the 
Government’s Health of the Nation Strategy, and 
contribute specifically to achieving the Health of the 
Nation targets relating to substance misuse, coronary 
heart disease/stroke, diet and nutrition, accidents, skin 
cancer, HIV/AIDS and other sexually transmitted 
diseases and under-16 conceptions 


Health of the Nation 


3.9 The Health of the Nation-' strategy focuses on five key areas and the 
current position on its 27 health targets is summarised in table 3.1, which 
shows that progress is generally encouraging. In particular: 


® data for gonorrhoea incidence (target year 1995) confirms this target was 
achieved; 

@ the accident mortality target for 15-24 year olds has been achieved ahead of 
schedule, although further years’ data will be needed to confirm this; 

@ the target for incidence of cervical cancer has been achieved ahead of 
schedule, monitoring of the target continues. 


3.10 Three targets present particular challenges: 


@ the prevalence of smoking among 11-15 year olds increased in 1994, 
missing the target, monitoring of this target will continue; 

@ obesity continues to increase; 

@ alcohol consumption in women has risen since 1990. 


3.11 Activity aimed at these targets is reported in paragraphs 3.24, 3.28. 
3.29 and 3.33 et seq. 


3.12 For two of the targets in the Mental Illness Key Area it has not so far 
been possible to monitor progress. The newly developed Health of the Nation 
Outcome Scale (HONOS) means that data will be available on the health and 
social functioning of mentally ill people, and further work is being done in the 
area of suicides in the mentally ill. 


3.13 The three central Health of the Nation resources — Target, the Briefing 
Pack and Calendar — have all been evaluated this year. Responses indicate that 
all are well used by their audiences. The Health Alliance Awards Scheme was 
also evaluated in this its third year, when it generated over 450 entrants, 50 per 
cent up on previous years. The Workplace Health Advisory Team, which aims to 
encourage the formation of health-promoting alliances involving small and 
medium-sized businesses, started work in April 1996 and has identified its 

pilot sites. 


3.14 The Health of the Nation strategy was the subject of a National Audit 
Office report3.2. This made three recommendations; that the Department 
should continue to address: 


@ those areas where progress is good and consider whether the targets might 
profitably be revised in those areas; 
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@ areas where progress is slow or negative to see what further action should 
be taken; 
@ the need to improve data quality, especially in the mental health field. 


3.15 The report went to a Public Accounts Committee (PAC) hearing in 
November 1996. The PAC report detailing the outcome is expected in spring 
1997, 


3.16 The NHS contribution to Health of the Nation is reported in chapter 4, 
paragraphs 4.154 and 4.155. 


Table 3.1: Progress Towards the Primary Health of the Nation Targets — 


England : - — 
Target Target Target Movement Movement away 
no. oe 3 _soyear——s ttowarrdstarget —_— from target 
Al CHD, under 65 years 2000 v 
A2 CHD, 65-74 years 2000 v 
A3 Stroke, under 65 years 2000 Jv 
A4 Stroke, 65-74 years 2000 v 
A5/B6 Cigarette smoking 
Males 2000 v 
Females 2000 v 
A6 Blood pressure 2005 v 
A7 % Obese 2005 X 
A8 % Energy from saturated fat 2005 / 
AQ % Energy from total fat 2005 v 
A10 _ Drinking 
Males 2005 no change 
Females 2005 X 
B1 Breast cancer, 50-69 years 2000 Jv 
B2 Cervical cancer, incidence 2000 # 
B3 Skin cancer, incidence# 2005 
B4 Lung cancer, men under 75 2010 v 
B5 Lung cancer, women under 75 2010 v 
B7 Giving up smoking in pregnancy# 2000 
B8 Cigarette consumption 2000 v 
B9 Smoking, 11-15 yearst 1994 X 
Ci Mental illness, health and social 


functioning# 


C2 Suicide, all ages 2000 v 
C3 Mental illness, suicide# 2000 

D1 Gonorrhoea, new cases 1995 sh: 
D2 Drug misusers, shared needles# 1997 & 2000 

D3 Conceptions, under 16 years 2000 v 
E1 Accidents, under 15 years 2005 v 
E2 Accidents, 15-24 years 2005 * 
E3 Accidents, 65 years and over 2005 Jv 


strategy. The impact of the strategy will therefore not yet be evident in these cases. 

2 Assessment of whether the movement is in the desired direction towards the target is based on 
comparison of the latest available data with the baseline as defined in the ‘Technical Supplement’. 

3 # Monitoring systems are being put in place for targets where data is not yet available, eg, for 
targets C1, C3 and D2. Target B3 is under review, and an assessment of progress is not yet considered 
appropriate. For target B7, available data substantially pre-dates the strategy. 

4 t This target was not achieved by the target year, however monitoring is continuing. 

5 * Target achieved ahead of schedule, but monitoring is continuing to ensure that achievement is 
consolidated. 

6 ** Target year passed, target achieved. 


Environment Key Area 

| 3.17 Aconsultation document on the development of the Environment as a 
new Key Area within Health of the Nation was launched in November 19963-3. 
Targets, objectives and health alliances were proposed for home and outdoor 
air quality, radon, noise and drinking-water quality. Following consideration of 
the comments received, the Government will consider what action to take. 


Variations in Health 

3.18 Addressing variations in health and health care, including ethnic minority 
groups, continues to be a departmental priority for Ministers and the NHS 
Executive across the full range of NHS policies and medium-term objectives. 


3.19 The NHS Priorities and Planning Guidance 1997-983-4 highlights reducing 
health variations as one of the headings under which its results will be judged. 
The Department plans to fund a £2.4 million research initiative in this area. 


3.20 Specific work to achieve these aims in relation to ethnic minority groups 
continues on two fronts. Through the NHS Executive, the NHS Ethnic Health 
Unit — now in its final year — has invested £2.7 million to fund 123 projects 
across the NHS to promote the voice of minority ethnic people in the planning 
and delivery of local services. 


3.21 The Department has continued to fund projects in both the voluntary 
sector and NHS health authorities and trusts. The projects aim to improve better 
levels of communication and access; tackle the differing patterns of disease and 
health care; and develop good practice. In 1997-98 this approach will be 
strengthened by the addition of a further £0.5 million to fund key projects. 


3.22 During the last year several important projects have come to a conclusion 
and their results have been widely disseminated. They should ensure the 
promotion of good practice and the embodiment of ethnic health into 
mainstream service provision. 


3.23 The Making Gender Matter Conference aimed to raise awareness of 
gender sensitivity in health issues among NHS purchasers and providers. It was 
directly linked to the work in train following publication of the Variations in 
Health report3.>. Key Health of the Nation areas including Coronary Heart 
Disease and mental health were covered and a report of proceedings will be 
published early in 1997. 


Smoking 
Table 3.2: Smoking Prevalence Among Adults (England) 


(Source: General Household Survey) 


ADULTS Men Women Total 
(16 and over) PG iy, tk eee AS Ua 

1976 45 a7 4) 
1978 44 36 40 
1988 Se 30 31 
1990 31 28 29 
1992 29 £7. 28 
1994 Me (pe ato ieee oa 
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Table 3.3: Smoking Prevalence Among Children (England) 


(Source: The Office for National Statistics, Smoking Among Secondary School Children) 


Pail Percentages 
CHILDREN Boys Girls Total 
_(smoking regularly) 
1982 a 11 11 
1984 13 13 13 
1986 7 12 10 
1988 i 2, 8 
1990 9 11 10 
1992 g 10 10 
1993 8 11 10 
1994 10 3 12 


3.24 Surveys to measure progress towards the Health of the Nation targets for — 


adult and teenage smoking and for smoking in pregnancy were carried out 
during 1996 and the results will be published in 1997. 


3.25 The Government's strategy to reduce smoking continues, including 


increases in taxation and controls on illegal sales and advertising. In the 1996 
Budget there was a 5 per cent real-terms increase in tax on cigarettes. The third 
year of the HEA‘s National Smoking Education Campaign has included national 
PR and advertising to support a wide range of national and local activities aimed 


at smokers and health professionals. 


3.26 Anew teenage anti-smoking campaign called ‘Respect’, run by Brewer 
Blackler Ltd, was launched in July 1996 with extensive magazine advertising. 


Over 140,000 young people have applied for a ‘Respect’ pack which gives 


information about smoking and promotes a positive alternative lifestyle. The 
development of the campaign in 1997 will include new resources for schools, 


local roadshows and support for retailers to discourage illegal sales. 


3.27 Negotiations on anew agreement with the tobacco industry on the use 
of additives in tobacco products are almost concluded. 


Physical Activity 


3.28 Although the Health Survey has shown some improvement between 


1991 and 1994 in the proportion of adults undertaking at least moderate 
activity, the proportion of adults undertaking no activity of any kind has 


remained at around 20 per cent. With this in mind, the Department is funding 
the HEA’s three-year ‘Active for Life’ campaign, which aims to get people to 


include moderate physical activity in their everyday routine. In the first year, 


advertising, roadshows and extensive local activity focused on a general adult 
population. The second year is concentrating on people aged 50-plus. An HEA 
convened Alliance for Physical Activity is co-ordinating effort on physical activity 


promotion. 


\ 


f 


PUBLIC HEALTH 


Alcohol 
Table 3.4: Prevalence of Men and Women’s Drinking 
Percentages Drinking Over 21/14 Units a Week (England) 


(Source: General Household Survey 1994) 


> 1990 _ : 1992 _ _._ 1994 _ 
Men 28 26 PE 
Women z ie een = iZee J 13 


3.29 The Government's advice on alcohol consumption was revised in 
December 1995 with the publication of the Interdepartmental Working Group 

report Sensible Drinking?.®. Table 3.4 reflects the previous advice. The Health of Pavel ba Wastasenne by 
the Nation alcohol targets are being revised to reflect the latest medical and 
scientific evidence, as set out in the report. 


3.30 Anewcampaign — ‘Think About Drink’ — has been developed by the HEA 
to promote the messages in the report to the general public. New leaflets and 
posters have been widely distributed. A campaign for young people launched in 
January 1997, focused on the short-term risks of intoxication and includes an 
‘internet site, postcards and leaflets designed for teenagers and young adults. 


3.31 Guidelines for NHS and local authority purchasers of alcohol services are 
being developed, to parallel the guidance already developed on drug services. 
The alcohol guidelines, which will be available by summer 1997 to inform the 
next purchasing round, will include information on effectiveness and good 
practice in care and treatment. 


Conceptions per 1,000 females aged 13-15 


1989-91 1990-92 1991-93 1992-94 


Source: The Office for National Statistics, Birth Statistics 
Teenage Conceptions 


3.32 The latest figures (1994) show that conception rates among girls under 
16 increased slightly after three years of falling rates. However, the three-year 
trend data which the Department uses for monitoring purposes continues to 
show an improved position (figure 3.2). Overall conception rates among 
teenagers continues to decline (figure 3.3). The Department continues to work 
with the NHS, the Department for Education and Employment, the Office of 
Standards in Education (OFSTED) and the voluntary sector to improve sex 
education, service provision and health promotion. Sex education became 
compulsory in maintained secondary schools in September 1994. Local family 
planning services for young people have continued to improve. An estimated 
85 per cent of health authorities now provide some form of specialist service for 
teenagers. The freephone Sexwise helpline handles around 2,500 interactive 
calls a day, indicating a popular and much needed service for young people. 


Figure 3.3: 13-19 Year Old Conceptions 


Conceptions per 1,000 females aged 13-19 


Nutrition 

3.33 In April 1996, the Nutrition Task Force published its final report, Eat 
Well I/3-7. The Government accepted responsibility for monitoring and 1990 1991 1992 1993 1994 
evaluating the success of the programme, in achieving the dietary targets in 
Health of the Nation (see table 3.1). 


Source: The Office for National Statistics, Birth Statistics 
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Figure 3.4: Life Expectancy at Birth in England 1985-1995 


ss mam Females 


Males 


1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 


3.34 The Department's campaign, conducted by the HEA, aims to increase the 
awareness of women planning pregnancy of the benefits of folic acid 
supplements around the time of conception in helping to prevent spina bifida . 
Awareness of folic acid among women increased significantly in the first year of 
the campaign (27 per cent unprompted, 66 per cent prompted from a base of 9 
per cent and 51 per cent). 


3.35 The Department commissioned jointly with the Ministry of Agriculture, 
Fisheries and Food (MAFF) the fieldwork for the National Diet and Nutrition 
Survey (NDNS) of people aged 65 years and over, and a feasibility study for the 
NDNS of young people aged 4-18 years. Fieldwork on the 1995 Quinquennial 
Survey of Infant Feeding Practice in the United Kingdom, and on a Survey of 
Asian Infant Feeding Practice in England, was completed. 


3.36 Areport from the Committee on Medical Aspects of Food and Nutrition 
Policy3:8 was published in October 1996, setting out principles on which 
assessment of the adequacy of infant formulas should be based. 


Health of the Young Nation 

3.37 The Young People’s Health Network was launched in June 1996. The aim 
of the Network is to keep those interested in young people's health issues in 
touch with one another and, through facilitating the exchange of ideas and 
experiences, promote the health of young people. The Network is administered 
by the HEA. The Department continues to support The European Network of 
Health Promoting Schools. Findings from this project will be available in 1997. 


To monitor and survey the health of the population, 
using expert advice, and act to protect and improve 
public health taking into account new developments 


_ Recent Trends in Mortality and Life Expectancy 


3.38 The overall mortality rate, after adjustment for differences in the age 
structure of the population, rose between 1994 and 1995 by 0.1 per cent in 
males and by 0.8 per cent in females. Between 1994 and 1995 average life 
expectancy at birth fell in men from 74.5 years to 74.3 years and in women from 
79.7 years to 79.6 years in women. Similar small reductions occurred for both 
sexes in 1985 and for women only in 1993, but should be set in the context of 
considerable gains in life expectancy over the past decade — rises between 1985 
and 1995 of almost two-and-a-half years in men and two years in women. 


3.39 In individual age groups, the largest reductions in mortality have 
occurred among children with falls in excess of 30 per cent over the past 
decade. Mortality rates in people aged 45-64 years have shown similar 
substantial declines. However, of some note are the trends in the 15-44 age 
group where current mortality rates are only slightly below 1985 levels in 
women and slightly above 1985 levels in men. 


3.40 |n 1995, indices of perinatal and infant mortality consolidated or 
improved upon 1994 levels. Perinatal mortality fell slightly (to 8.8 deaths per 
1,000 total births) to maintain good reductions shown in recent years. Infant 
mortality remained at its 1994 level of 6.1 per 1,000 live births (its lowest ever 
level), a fall of 34 per cent since 1985. A major contributor to this fall was a 
substantial reduction in post-neonatal mortality, deaths between 28 days and 
under one year, which is now at its lowest ever level. 


Biotechnology 

3.41 As the role of biotechnology in health care expands, the Department's 
Biotechnology Unit continues to influence and co-ordinate policies nationally 
and internationally. During 1996 the Department was a key player in the launch 
of the Crusade for Biotechnology in support of the United Kingdom 
biotechnology industry, and during 1997 will host a meeting of experts to 
address issues raised by the Panel on Sustainable Development. Internationally, 
the Department has co-sponsored an OECD workshop) in Rome on Animal 
Models in Human Disease, and continues to play an active role in the economic 
aspects of human health-related biotechnologies project. 


To improve knowledge on the safety of food and water, 
implement ways to reduce risk and develop a sensible 
risk-related approach to deregulation, and minimise 
adverse effects by co-ordinating, where necessary, 
outbreak management 


Creutzfeldt-Jakob Disease (CJD)/ Bovine Spongiform 

Encephalopathy (BSE) 

3.42 The National CJD Surveillance Unit, funded by the Department and the 
Scottish Office, was established in 1990 to monitor the incidence of CJD and 
‘investigate the epidemiology of the disease, paying particular attention to 
occupation and eating habits so that if any change were to occur in the pattern 
~ of CJD following the advent of BSE, it would be detected. 


3.43 |n March 1996, the Secretary of State announced that a new variant 
form of CJD had been identified by the Unit, and that the Spongiform 
Encephalopathy Advisory Committee (SEAC) advised that in the absence of any 
other credible explanation, the most likely cause was exposure to the BSE agent 
before the Specified Bovine Offal (SBO) ban was implemented in 1989. 


3.44 The consequent increase in public awareness and concern and the 
questions raised about the public health implications of CJD put this issue firmly 
at the top of the Department's priorities. The protection of public health is a 

_ priority, and the Department has worked closely with colleagues in MAFF to 

~ ensure that all issues with potential public health implications are considered by 
_ SEAC and its various sub-groups, and that their recommendations for the 
measures required to protect public health have been put in place as quickly as 
possible, in some instances going further than SEAC advice. 


3.45 The controls in place to prevent potentially infective material from 
entering the human food chain have been strengthened during 1996, including 
the introduction of the 30-month slaughter scheme to ensure that all bovine 
animals more than 30 months old at the time of slaughter do not enter the 
human or animal food chain; and prohibiting the sale for human consumption 
of the head (except the tongue) of sheep and goats. Inspection has also been 
stepped up to ensure compliance with the controls. 


3.46 The Department has also ensured that professionals and the public have 
been kept informed of developments. Activities have included a scientific press 
briefing, the regular publication of statistics on the incidence of CJD, and 
communications from the Chief Medical Officer to all doctors. In addition 
Ministers have also awarded a grant of some £50,000 per year for three years to 
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the Alzheimer's Disease Society to assist in the setting up a CJD Support Network 


to provide information, advice and support to the families of CJD patients. 


3.47 Following the initial discussion by SEAC of the implications of the 
discovery of the new variant CJD, the Department agreed to underwrite the 
costs of installing containment facilities which were essential to enable urgently 
required research to proceed, at a total cost of some £1.8 million. During 1996, 
the Department has facilitated the expansion of the CJD Surveillance Unit, 
including the provision of additional funding for extra staff and essential 
equipment. The Secretary of State for Health gave the Department of Health 


Director of Research and Development a remit to set up a directed programme of 


research and development into the human health aspects of transmissable 
spongiform encephalopathies (TSEs), involving other funders (MAFF, MRC, 
BBSRC and the Wellcome Trust). As a result of this remit, a strategy document3-9 
was published in November 1996. The strategy was produced in consultation 
with the other funders in the field who will use it to commission the research 
making up the directed programme and to ensure that research aimed at solving 
priority health questions gets underway as quickly as possible. The strategy will 
be kept under continuous review as scientific understanding develops. 


General Food Safety 

3.48 The General Food Hygiene Regulations, introduced in September 1995, 
have resulted in a greater focus on food safety management systems and staff 
hygiene training. During the year the Department has been involved in the 
negotiation and implementation of a number of European Commission (EC) 
food hygiene directives and decisions. 


3.49 The Department, in conjunction with MAFF, has broadly welcomed the 
European Commission's review of its food hygiene and animal health legislation, 
particularly the increased emphasis given to Hazard Analysis Critical Control 
Point (HACCP) for the control of food safety. Further Commission proposals on 
the simplification of EC hygiene controls are expected during 1997. 


3.50 Involvement in the Codex Committee on Food Hygiene remains a 
priority, reflecting the increased status and importance of Codex documents in 
the context of world trade. 


Advisory Committee on the Microbiological Safety of Food (ACMSF) 
3.51 Food poisoning notifications increased by only 1 per cent last year, the 
first time in recent years there has not been a marked upward trend. As part of 
the Department's microbiological food surveillance programme the Infectious 
Intestinal Diseases study is progressing and will report in 1997. Most of the 
research contracts arising out of the Verocytotoxin-producing Escherichia coli 
(VTEC) Report have been issued. Provisional figures for 1996 suggest that the 
number of laboratory confirmed reports of E-coli 0157 in England and Wales is 
less than the 792 recorded in 1995, but infection with this organism remains a 
key concern of the Committee and at the end of 1996, there was a large 
outbreak of E-coli infection in Scotland. 


3.52 The Advisory Committee on the Microbiological Safety of Food has two 
Working Groups looking at foodborne viral infections and microbial antibiotic 
resistance which are due to report by the end of 1997 and early 1998 
respectively. The Committee has also taken on the functions of the Steering 
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Group on the Microbiological Safety of Food. In January 1996, the Committee 
published its in-depth study of the poultry meat sector with a view to offering 
advice on how the microbiological status of poultry meat and poultry meat 
products might be improved?:'9. 


Food Chemicals 

3.53 The Committee On Toxicity (COT) reviewed toxicity of phthalates, 
contaminants in infant formulae, because animal research demonstrated effects 
on reproductive development. The COT recommended research to assess human 
risk, but concluded levels in formulae were unlikely to affect health. The COT 
reviewed toxicity of phytoestrogens, natural chemicals in soya-based infant 
formulae, because animal data shows phytoestrogens affect reproductive 
development. The COT recommended further research. Parents advised by health 
professionals to feed their baby soya-based formulae should continue to do so. 


Environmental Microbiology 

3.54 The Department has identified health issues raised by the 1995 drought 
and encouraged forward planning by health authorities and water companies. 
It is sponsoring research into sporadic cryptosporidiosis and into the agricultural 
use of sewage sludge. 


Organophosphates (OPs) 


3.55 The Department is co-funding jointly with MAFF and the Health and 


Safety Executive, research at the Institute of Occupational Medicine in 
Edinburgh into the possible long-term human health effects of 
organophosphate sheep dips on sheep farmers and their workers. The work is 
expected to be completed by April 1999. Also, the Royal College of Physicians 
and the Royal College of Psychiatrists have been asked by the Department to 
establish an advisory group to produce guidance on managing patients who 
may be suffering from adverse effects from OP sheep dips. 


Novel Food 

3.56 The Advisory Committee on Novel Food and Processes, taking account of 
advice from COT and the Food Advisory Committee, has recommended food 
safety clearance of seeds from the low alkaloid lupin, Lupinus Angustisolius, for 
use in the production of foods for human consumption. This particular variety 
of lupin retains the high protein content of other varieties and because of its 
lower content of bitter alkaloids does not require debittering before use. Lupins, 
in common with other legumes, may elicit allergic reactions in a few susceptible 
individuals and relevant health professionals have been informed. 


To survey, and where appropriate respond to, specific 
hazards (chemical, microbiological and radioactive) to 
health in the environment, consider with other 
government departments, local authorities and health 
authorities the further needs for central monitoring and 
surveillance and central advice on chemical episodes 


Microbiological Risk Assessment: Dangerous Pathogens 

3.57 During 1996, The Advisory Committee on Dangerous Pathogens (ACDP) 
produced general occupational guidance on BSE, and an interim report on the 
general principles of microbiological risk assessment and its application to 
public health issues. A seminar on the latter took place in January 1997. The 
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Committee published guidance in January 19973.'1, on management and 
control of Viral Haemorrhagic Fevers; guidance is also planned in 1997 on the 
risks to pregnant women arising from exposure to infections at work; and the 
containment of experimental animals. 


3.58 During 1996, the ACDP also jointly hosted, with the Advisory Group on 
the Ethics of Xenotransplantation (the transplant of tissue, including solid 
organs, between species), a workshop to consider the possible infection risks 
associated with xenotransplantation. It is expected that this issue will continue 
to be considered in 1997 and beyond. 


Air Pollution and Respiratory Disease Research Programme 

3.59 The Departments of Health and the Environment and the Medical Research 
Council have commissioned a joint programme of research into air pollution and 
respiratory disease. It covers a range of topics, focusing mainly on aspects of 
outdoor air such as vehicle emissions and particulate air pollution, and includes 
research into public understanding of air quality and respiratory health?:12. 


3.60 26 projects are being funded to a value of £3.5 million. The Department 
is providing £2 million in support of 18 projects, five of which are jointly funded 
with the Department of the Environment. 


3.61 Air pollution and its links with respiratory ill health is increasingly seen by 
the public and medical profession as an important environmental health issue 
and there is growing public and Parliamentary pressure for policy change. 
However, the current state of scientific knowledge is such that the Department 
cannot advise on, for example, the relative importance of traffic emissions for 
respiratory ill health compared with other known causative factors such as 
indoor air pollutants, material smoking, diet, etc. Research is thus needed to 
inform whether there is a need for such a change in policy. 


United Kingdom National Environmental Health Action Plan 

3.62 The United Kingdom National Environmental Health Action Plan was 
published in July 19963:13. The United Kingdom was one of six countries within 
Europe participating in a pilot project to prepare their action plans ahead of 
schedule. The United Kingdom plan is the first such plan to be published. The 
final plan took account of nearly 250 comments received during consultation. 
The plan contains over 170 actions aimed at reducing effects of environmental 
factors on health, and a new target to reduce exposure to noise pollution. 
Reports on progress will be contained within the annual reports on the 
Government's Sustainable Development Strategy. 


Radiation 

3.63 Revised emergency planning guidance3-'4 for accidents involving 
radioactivity was issued to the NHS, and reflected experiences gained from 
follow-up of the Chernobyl accident. 


3.64 Also in 1996, the Department received the Committee on Medical 
Aspects of Radiation in the Environment's fourth report3:15 concerning 
childhood cancer in the vicinity of the Sellafield site. Its research 
recommendations are being implemented within the Department's radiation 
protection research programme. 
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National Focus for Work on Response to Chemical Incidents and 
Surveillance of Health Effects of Environmenta! Chemicals 

3.65 The Department has appointed the Welsh Combined Centres for Public 
Health to provide this national focus. The Focus will take on and develop the 
Department's central and co-ordinating role on the response to chemical 
incidents, and will also support the NHS in the national surveillance of health 
effects of ambient levels of chemicals in the environment, promote suitable 
training in these areas, and have a general co-ordinating role to promote 
consistency of response and approach across the country. The Focus will be fully 
operational from April 1997. 


To strengthen arrangements for promoting and 
protecting public health, controlling communicable 
diseases (including Infectious Disease, Port Health, 
HIV/AIDS), developing and implementing appropriate 
immunisation policies where available, and providing 


information in this area to facilitate the protection of 
public health 


HIV/AIDS 

3.66 The latest report from the Unlinked Anonymous Surveys Steering Group 
,was published in December 199631. It confirms that HIV-1 infection is found 
throughout England and Wales among those groups at greatest risk, but rates 
are much higher in London compared with elsewhere. See table 3.6. The results 
confirm that transmission is still occurring in some homosexual/bisexual men and 
that injecting drug users are still participating in high-risk behaviour, with 
younger users and women in particular, sharing injecting equipment. Results 
from the surveys in less behaviourally vulnerable groups show a lower level of 
infection, but prevalence in pregnant women in London has remained relatively 
high at one in 556. Guidelines for pre-test discussion on HIV testing were issued 
in March 1996, and have a section on offering antenatal testing?:'7. 


Table 3.5: Cumulative Reported AIDS Cases and HIV Infections in 


England to End December 1996 
AIDS cases 12,644 HIV infections 25,387 


1 Numbers subject to change as further data received or duplicates identified. 


Table 3.6: HIV - Percentage Prevalence in Survey Groups 1995 
Survey group London England 
& S. East & Wales 

_ outside S.East _ 


Male Genitourinary medicine clinic attenders 


- homo/bisexual 9.87 2.46 
- heterosexual 0.78 0.10 
Male injecting drug users! 4.73 0.45 
Female Genitourinary medicine clinic attenders: heterosexual 0.52 0.12 
Female injecting drug users! Shee: 0.00 
Pregnant women at delivery 0.18 0.01 


1 attending specialist agencies. 
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Number of reports 


Figure 3.5: Laboratory Reports of Haemophilus Influenzae 
Type B (Hib) by Age, England and Wales (1989-95) 
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Source: Public Health Laboratory Service, CDSC 
Figure 3.6: Pertussis Notifications to ONS and Vaccine 


Coverage Figures for Children by Their Second Birthday, 
England and Wales (1940-95) 


3.67. The results provide an unbiased measure of HIV prevalence and are used 
to plan services, inform policy and develop HIV/AIDS projections. Now that 
several years’ data is available, a small working group has been established to 
review the available data and consider the feasibility of setting a specific HIV 
Health of the Nation target. 


3.68 Following publication of the HIV/AIDS Evolving Strategy in November 
19953.18 the Department has contracted for health promotion work on 
HIV/AIDS and other sexually transmitted diseases from agencies in both the 
statutory and voluntary sector. These campaigns will keep the general 
population informed about the continuing potential risk of HIV/AIDS while 
vulnerable groups will be made aware of the more immediate risks they face. 
Much of this work is aimed at young people (18-24) to ensure that messages 
about safer sex behaviour are taught to new generations. 


3.69 In March 1996, the Department published Keepsafe?-'9, a leaflet 
containing practical advice for HIV-infected people and their carers. The leaflet 
provides guidance about the prevention of HIV transmission in the context of 
HIV-infected patients increasingly being cared for in their homes. The leaflet 
was given a wide distribution including to GP surgeries, Citizen’s Advice 
Bureaux, main libraries and carers’ support groups. 


Childhood Immunisation 

3.70 Childhood immunisation uptake is at a consistently high level and good 
progress is being maintained towards the target of 95 per cent. At September 
1996, information collected by the Public Health Laboratory Service's 
Communicable Disease Surveillance Centre showed that immunisation uptake in 


the United Kingdom was 96 per cent for diphtheria, tetanus and polio, 95 per cent 


for Haemophilus influenzae b (Hib), 94 per cent for pertussis (whooping cough) 
and 92 per cent for measles/mumps/rubella by the child’s second birthday. The 
incidence of childhood diseases are at their lowest ever levels. No child in England 
and Wales has died from acute measles-related illness since 1992, and the World 
Health Organisation has recognised the United Kingdom as one of the countries 
which has eliminated indigenous polio due to wild virus. Since the introduction of 
Hib vaccine in October 1992, Hib meningitis has been almost completely 
eliminated in young children, reports of Hib bacteraemia and Hib meningitis in all 
age groups in England and Wales falling from 667 in 1991 to 39 in 1995. 


3.71 Acting on the advice of the Joint Committee on Vaccination and 


Immunisation, the Department has introduced a second dose of 
measles/mumps/rubella (MMR) vaccine into the routine childhood immunisation 
programme with effect from October 1996. This will build on the success of the 
November 1994 measles/rubella campaign, provide better protection for 
children and work to ensure there are no future epidemics of measles. 


200 Notifications 100 


Coverage 


Coverage (%) 


Guidance on Tuberculosis 

3.72 Ministers set up an Interdepartmental Working Group on Tuberculosis 
(IDWG), which first met in 1994. Their first two reports3:2° were published in 
July 1996 and circulated widely. The first report spells out the essential elements 
of a successful local tuberculosis control and prevention policy, while the second 
recommends strategies for the identification, treatment and prevention of 


Notifications (thousands) 
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tuberculosis in homeless people, a group at particular risk that also presents 
particular problems as far as the treatment of tuberculosis is concerned. 
Successful implementation of these policies will see the containment of 
tuberculosis as measured through routine surveillance. 


Bacillus Calmette-Guerin (BCG) Immunisation 

3.73 Aspart of the Department's examination of tuberculosis control, a 
subcommittee of the Joint Committee on Vaccination and Immunisation UCVI) 
was convened to review national BCG immunisation policy. The main JCVI 
concluded, as a result of the subcommittee’s investigations, that the BCG 
programme should continue as currently recommended in the Department's 
memorandum ‘Immunisation Against Infectious Disease’; in particular the 
committee reiterated that BCG should be routinely offered to school children 
between the ages of 10 and 14 years. Ministers have endorsed this and health 
authorities were advised of this recommendation in July 1996. Immunisation 
continues to be offered to certain high-risk groups outside the routine school 
programme, including babies born to parents from countries with a high 
prevalence of tuberculosis. 


New Health Education Authority (HEA) Materials 

3.74 The HEA has produced a number of new materials about immunisation 
end infectious diseases in response to customer demand and in a more up-to-date 
style. These include: leaflets for parents on BCG and tuberculosis, immunisations 
for school leavers, and meningitis for students; and, an updated and enhanced 
version of the booklet for parents, A Guide to Childhood Immunisations3.2'. This 
guide in particular contains more information on possible adverse reactions to 
vaccines, meeting a need parents had specifically expressed. 


3.75 Immunisation Against Infectious Disease?.22 brings together the 
recommendations of the JCVI which advises the United Kingdom health 
departments on all immunisation matters. The book reflects JCVI's 
recommendations as accepted by Ministers In recognition of the two hundredth 
anniversary of the first use of smallpox vaccine by Dr Edward Jenner, the 1996 
edition is a Jenner Bicentenary edition. 


To protect, whether by regulatory or other means, both 
the interests of patients and of the public health in 
respect of the ethical issues arising from such matters as 
patient consent, abortion and clinical research, as well as 
advances in genetics and assisted conception 


Ethical Issues 

3.76 The Department continues to ensure that the ethical aspects of health 
care developments and research are properly addressed. A largely supportive 
response was received to the Department’s recommendations for streamlining 
the ethical scrutiny of multi-centre research. The Department issued 
comprehensive guidance to the NHS on the protection and use of patient 
information, all NHS bodies being required to review existing policies and 
procedures to conform with the guidance by November 1996. Complementary 
guidelines were also issued for the oversight of video production in the NHS. 


3.77 The Government has established the Advisory Committee on Genetic 
Testing (CAGT) to consider and advise on the ethical, social and scientific aspects 
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of genetic testing. The Committee met for the first time in July 1996. A draft 
Code of Practice on genetic testing offered commercially direct to the public was 
issued for consultation in November 1996. 


3.78 The establishment of the Human Genetics Advisory Commission was 
announced in June 1996. The Commission will take a broad view of 
developments in human genetics and foster public confidence in its application. 
Another ethical issue which attracted concern in the last year was 
xenotransplantation, see paragraph 3.58. 


To provide for an effective drug prevention campaign 
and a range of treatment and care programmes as part _ 
of the wider government strategy on tackling drug abuse 


Tackling Drugs Together 


3.79 As part of the Government's Tackling Drugs Together strategy, the Task 
Force to Review Services for Drug Misusers submitted its report, on clinical, 
operational and cost effectiveness of services provided for drug misusers, to 
Ministers in May 1996. The Department issued guidance, based on the Task 
Force's recommendations, to health authorities and social services departments 
on purchasing services for drug misusers in draft form in August 1996. The 
publication of the final version of the guidance will be followed up by regional 
purchasing workshops in early 1997 to enable local purchasers and others 
involved in purchasing decisions, such as Drug Action Team members and the 
criminal justice agencies, to discuss how they can work together to implement 
the guidance locally. 


3.80 The Department's key tasks in this area in 1997 will be to monitor the 
availability of appropriate, effective and cost-effective services for drug 
misusers, and to produce revised clinical guidelines on the management of drug 
misuse and dependence for all doctors. 


3.81 On the recommendation of the Task Force, the Department is continuing 
to fund the National Treatment Outcome Research Study (NTORS) until 2001. 
The NTORS is tracking over 1,000 drug misusers, from the time they enter 
treatment, regardless of whether they continue in treatment. The study will 
provide important evidence of the effectiveness of the four most commonly 
purchased treatments. 


Drug Advisory Service 

3.82 The review of the Drug Advisory Service has been completed. From April 
1997 it will be separately funded from the Health Advisory Service. It will take a 
more active role in alcohol misuse services and develop as a resource for health 
and local authority purchasers of substance misuse services. 


Drugs Prevention 

3.83 The Department has contracted with the Health Education Authority for 
a £5 million publicity strategy. Radio and magazine campaigns during 1996 
focused on Ecstasy, amphetamines, LSD, magic mushrooms and solvents. All 
campaigns will be evaluated. The Department is also funding the free and 
confidential National Drugs Helpline. 
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The European Monitoring Centre for Drugs and Drug Addiction 

3.84 The European Monitoring Centre for Drugs and Drug Addiction in Lisbon 
produced its first annual report in 1996. A new EU Proposal on the prevention 
of drug dependence was agreed by the Health Council and the European 
Parliament in December. 


To promote United Kingdom interests in international 
developments affecting health and social care; and ensure 
that the Department's work is informed by those 
developments and by the Government's international 
obligations 


Public Health Issues in the European Community 

3.85 During 1996, the European Commission continued with the programme 
of activity set out in its Communication on the Framework for Action in the 
Field of Public Health, which provides for co-operation between member states 
in the field of prevention. Programmes of work began on AIDS and 
communicable diseases; cancer; and health promotion, information, education 
and training. Negotiations on a programme on health monitoring and the 
establishment of a communicable diseases surveillance network are continuing. 
The programme on the prevention of drug dependence begins early in 1997. 
Proposals on pollution-related diseases, accidents and injuries, and rare diseases 
are expected in 1997. At its meeting in November 1996, the Council considered 
the human health aspects of Transmissible Spongiform Encephalopathies and 
agreed conclusions. It also adopted resolutions on blood safety and self- 
sufficiency, and the reduction of smoking. 


World Health Organisation and the Council of Europe 

3.86 During 1996, the Department represented UK interest at the governing 
bodies of the World Health Organisation and the European Health and Social 
Policy Committees of the Council of Europe. The World Health Assembly 
adopted 28 Resolutions, including ones covering programmes on malaria, 
iodine deficiency, infant and young child nutrition and control of tobacco, as 
well as proposals for strengthening nursing and midwifery and the co- 
ordination of emergency humanitarian assistance. Agreement was reached 
within the Council of Europe on the Convention of Human Rights and 
Biomedicine with signing and ratification yet to be completed. 
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4. NATIONAL HEALTH SERVICE 


4.1 This chapter presents information on the NHS under the following 
headings: 


Introduction 
Ministers’ high level objectives for the NHS and NHS Executive 
purpose of the NHS 
purpose of the NHS Executive 
strategic framework for current policies 
Management and Resources 
Structure of the NHS 
HCHS current resources and their allocation 
HCHS capital resources 
HCHS staffing 
FHS resources and staffing 
Baseline Performance 
HCHS activity, efficiency and unit costs: 
quality and outcomes 
emergency services 
performance on Patient's Charter standards 
financial performance of health authorities and trusts 
management of the NHS estate and the capital programme 
value for money developments 
FHS performance in each service area 
Future Plans 
The longer-term strategy for the NHS 


Priorities and Planning Guidance 1997-98: the medium-term priorities 


Introduction 


Ministers’ High Level Objectives for the NHS and the 
NHS Executive 


Purpose of the NHS 

42  Thepurpose of the NHS is to secure through the resources available the 
greatest possible improvement in the physical and mental health of the nation 
by: 


@ promoting health; 

@ preventing ill-health; 

@ diagnosing and treating disease and injury; 

® caring for those with long-term illness and disability who require the services 
of the NHS. 


43 It provides a service to all on the basis of clinical need and regardless of 
ability to pay. 


44 Asapublic service, the NHS aims to judge its results under three 
headings: 


® Equity — improving the health of the population as a whole and reducing 
variation in health status by targeting resources where needs are greatest. 

® Efficiency — providing patients with treatment and care which is both 
Clinically effective and a good use of taxpayers’ money. 

® Responsiveness — meeting the needs of individual patients and ensuring 
that the NHS changes appropriately as those needs change and as medical 
and health-care knowledge advances. 


45 Within the longer-term context of the purpose of the NHS and the 
policies affecting it, the NHS has key priorities for developing services over the 
immediate years ahead. These ‘medium-term priorities’ set a national context 
for local planning, recognising that needs and circumstances vary from one area 
to another. These priorities are published annually as Priorities and Planning 
Guidance for the NHS3-4, and progress towards them is reported in the NHS 
Annual Report! .2 (available for the first time this year on the Internet). 


46 Provision for the objectives in this chapter appears in the 1997-98 Main 
Estimate for Class XI, Vote 11-4. 


Purpose of the NHS Executive 

47 The NHS Executive is an integral part of the Department of Health. It 
provides leadership and a range of central management functions to the NHS. It 
supports Ministers in developing policy on health and health services and is 
responsible for the effective management of the NHS and the stewardship of 
NHS resources. In doing so, it meets the requirements of public and 
Parliamentary accountability, and supports the NHS in improving the health of 
the population and delivering efficient and effective health care to patients. 


Strategic Framework for Current Policies 

4.8 The NHS Executive works within the framework laid down by the main 
government policies for the NHS specifically The Health of the Nation?.", 
Community Care (Caring for People*.'), The Patient's Charter+2, and A Primary 
Care-Led NHS4:3, In November 1996 the White Paper A Service with Ambitions*4, 
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set a clear strategic direction for future policy on the development of the NHS. 
More details on this White Paper are given at paragraphs 4.143 to 4.153. 


4.9 As part of this strategic framework of policy, the Government has 
published two Primary Care White Papers Choice and Opportunity*+° and 
Delivering the Future+.6, and a Green Paper Developing Partnerships in Mental 
Health4-’. Further details appear elsewhere in this chapter. 


NHS Executive: Key Objectives 

4.10 The key objectives that the Secretary of State has set the NHS Executive for 
1997-98 and the years ahead were defined in the White Paper A Service with 
Ambitions. They are set out below: 


A highly trained and skilled workforce 


@ to enhance standards of care by continuing to improve basic and continuing 
professional education and development through constructive relationships 
with professional and educational bodies, the development of integrated 
workforce planning and the more effective functioning of Regional 
Education and Development Groups (REDGs). 


Knowledge-based decision-making 


@ to increase knowledge-based professional practice by maintaining and 
expanding the clinical effectiveness initiative, in particular implementing key 
outputs of the research and development strategy, through effective 
working with management and the professions. 


A seamless service, working across boundaries 


@ to improve management of acute sector pressures generally, and emergency 
care specifically, in the short and medium terms through appropriate policy 
and action; 


@ to ensure provision of a comprehensive range of inpatient, residential and 
community services for people with mental health problems, in the most 
appropriate setting in accordance with their needs by further developing 
collaboration between the NHS, local authorities and other key partner agencies; 


to improve the health of the nation and to meet the needs for continuing 
care of vulnerable people in the community in an integrated way through 
effective partnerships. 


A responsive service, sensitive to differing needs 


@ to ensure maximum value for money and benefit for patients through 
resource allocation systems which achieve best fit with policy priorities; 


@ to ensure that decisions about health care involve patients and carers, are | 
taken as close as possible to patients and properly reflect individual and local — 
circumstances by continuing to develop a primary care led NHS. 


A well-informed public 


to make services more responsive by achieving greater involvement by 
patients in decision-making about their own care and by the wider public 
and interested groups on broader health care developments while 
maintaining the confidentiality of patient information. 


In addition, the following objective for the Departmental Resources and Services 
Group is reported upon in this chapter: 


@ to promote the contribution of the UK economy of the health-care and 
pharmaceutical industries, while ensuring the NHS achieves value for money 
from its expenditure on pharmaceutical products. 


Management and Resources 
Structure of the NHS 


Family Health Services 

4.11 The Family Health Services provide most of the day-to-day health care 
needed by the community, and for most people are the regular point of contact 
with the NHS. These services include those provided by GPs, dentists, 
pharmacists and optometrists, who are independent but work under contract 
to the NHS. Their role includes identifying and referring patients who need 
more specialised investigation or care. Making appropriate referrals is a major 
factor in the effective functioning of the secondary care (hospital) services. The 
last decade has seen continued growth and development of the Family Health 
Services in line with the Government's policy of developing a Primary Care 

Led NHS. 


Hospital and Community Health Services 

4.12 Health authorities and GP Fund Holders (GPFHs) have responsibility for 
purchasing hospital and community health services for their populations, using 
resources allocated to health authorities under a weighted capitation formula. 
Health authorities develop a local health strategy to meet national and local 
priorities in collaboration with GPs, NHS trusts, local people and other agencies. 
They play a key role in supporting GPs in their capacity as providers of health care 
and enabling GPs to take on purchasing responsibilities. In addition, they act as the 
focus for all local public health responsibility, ensuring that GPs, local authorities 
and NHS trusts have access to, and are supported in their use of, public health 
advice. Since April 1996 health authorities have been integrated, covering the 
functions formerly carried out by District Health Authorities and Family Health 
Services Authorities. 


NHS Trusts 

4.13 NHS trusts provide the hospital and community health services that 
health authorities and GP Fundholders purchase. At April 1996, there were 429 
Operational trusts. They are providing stronger management for the NHS with 
the aim of ensuring that the extra resources committed to the health service are 
put towards improved patient care. 


NHS Executive 

414 Regional health authorities were abolished from April 1996, following the 
Health Authorities Act 19954:8. They were replaced by eight streamlined regional 
offices which, together with the headquarters in Leeds, form the NHS Executive. 
The regional offices are part of the Civil Service, and their functions include 
financial and performance monitoring of local purchasers and providers, public 
health, and regional research and development and education programmes. 


4.15 The abolition of regional health authorities, the move to integrated health 
authorities, reductions in health authority and trust management costs and action 
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Figure 4.2: Hospital and Community Health Services Gross 
Current Expenditure by Age 1994-95 (estimate) 
Total £22,237m 
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to streamline the Department (see chapter 6) are expected to produce £300 
million in savings by 1997-98 which will be released for patient care. 


4.16 Anorganisation chart of the NHS is at annex E. Details of appointments 
to NHS bodies and Non-Departmental Public Bodies were published for the first 
time in 1996, see paragraph 6.22. 


Responsibilities within the NHS 
4.17 The framework for the NHS ensures that: 


@ Ministers, advised by the Department, set out a framework of national 
policies, priorities and targets for improvement; 

@ health authorities and GP Fundholders assess the health needs of the people 
they serve, and decide what services are needed to meet those needs in the 
light of the national framework and proper consultation at local level; 

@ individual clinicians decide the most clinically appropriate treatment and clinical 
priority for each patient, based on their assessment of that patient's needs. 


HCHS Current Resources and their Allocation 


By Service Sector 

4.18 Figure 4.1 shows the breakdown by service sector of health authority 
gross current expenditure on the Hospital and Community Health Services 
(HCHS) in 1994-95, the latest year for which disaggregated data is currently 
available.The figures include capital charges, but do not include spending on 
General Medical Services (GMS) cash limited and other related services. For 
these reasons they differ from figures shown in table 2.1. 


4.19 Within total HCHS spending: 


@ acute hospital services accounted for 48 per cent of the total, including 
£1,503 million spending by GP fundholders; 

@ mental health and learning disability services accounted for around 16 per 
cent, just over a sixth of which was spending on community services; 

@ services specifically or mainly for elderly people — that is, geriatric inpatient 
and outpatient services, day care, chiropody services and district nursing 
services — accounted for 12 per cent of total expenditure. 


4.20 Total expenditure on the community health services accounted for 
£3,341 million in 1994-95, 15 per cent of total HCHS spending. This proportion 
has risen over the decade, reflecting changes in patterns of care; in 1984-85, 
only 9 per cent of HCHS expenditure was on the community health services. 


4.21 The administrative cost of regional health authorities and district health 
authorities in 1994-95 was £896 million, 4 per cent of all HCHS expenditure. : 
The Government's subsequent action, described in paragraphs 4.12 to 4.15 to 
streamline the NHS management structure has borne down on these costs. 


By Age Group 
4.22 Figure 4.2 shows that people aged 65 and over account for some 41 per 
cent of total HCHS spending, although they make up only 16 per cent of the 
population. This is because over 40 per cent of acute expenditure and 
significant proportions of expenditure on services for mentally ill people and on 
other community services are for those aged 65 and over. 


4.23 Figure 4.3 shows the estimated expenditure on the HCHS for each age 
group, expressed as a cost per head of population. Expenditure per head rises with 
age after childhood, reflecting the greater use of health services by elderly people. 


4.24 The number of elderly people in the population is expected to grow less 
quickly in the next 10 years than it has in the previous 10. As a result, the 
estimated annual growth in HCHS expenditure required to respond to 
demographic pressures is expected to lessen, as figure 4.4 shows. In the 10- 
year period to 1994-95, demographic pressure averaged 0.8 per cent per year, 
and in the next 10 years, to 2004-05, it is expected to average 0.3 per cent per 
year. The figures are slightly different to those presented in last year’s report?:! 
because a new method has been used, and because population projections 
have been revised downwards since last year. 


Allocation of HCHS Resources 

4.25 £24,367 million has been made available for HCHS current spending in 
1997-98 (see table 4.1). In arriving at allocations to health authorities, a series 
of adjustments are made to this figure to reflect the post-reforms financing of 
capital in the HCHS and a number of services financed by special arrangements: 
top-sliced funding, national levies and special allocations. Table 4.1 summarises 
the way in which national HCHS revenue translates into health authority 
general allocations. 


Table 4.1: Distribution of 1997-98 HCHS Resources 


£ million % increase 
(1997-98 

Zs _ levels) 
HCHS revenue 24,367 3.02 
Capital charges 2,473 
Other adjustments 219 
Less top slicing -249 
Funding for HAs 26,810 2.79 
Less national levies -2,855 
Less special allocations 
(without weighted capitation formulas) -970 
Purchasing power for HA 
integrated allocations 22,985 2.40 
Less funding for capital 
charges savings -82 
Funding for integrated 
allocations 22,904 2.04 
Comprising: 
Special allocations (with 
weighted capitation formulas) 1,087 
General allocations 21,816 1.89 


1 Figures in the above table may not sum due to roundings. 


Top-Sliced Budgets 
4.26 These budgets mainly fund Statutory Bodies. Those over £10 million are 
shown in table 4.2. 
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Figure 4.3: Hospital and Community Health Services Gross 
Current Expenditure per Head 1994-95 (estimate) 
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1 This figure is for all births, including still birth 


Figure 4.4: Estimated Growth in HCHS Expenditure Required to 
Respond to Demographic Changes — Year on Year Percentage 
Increases 
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Figure 4.6: Health Authorities Distance from Target (DFT) 1996-97 
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Figure 4.5: 1997-98 HCHS General Allocations — Distribution 
of Growth 
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Table 4.2: Top-Sliced Funding Over £10 Million: 1996-97 and 
1997-98 


1996-97 1997-98 
Budget : £ million £ million 
Community Health Councils 21 2) 
Dental Practice Board3 20 19 
Prescription Pricing Authority? 42 40 
Special Hospitals3 130 130 
National Blood Authority3 8 11 
All other budgets 24 23 
Total 245 244! 
Provision for pay and prices 5 
Total eave > de: 2492 


1 At 1996-97 prices. 
2 At 1997-98 prices. 
3 See also annex H. 


National Levies 

4.27 National levies on all health authorities fund a number of different 
activities (some were previously funded by regional health authorities prior to their 
abolition). Table 4.3 gives details of the national levies. The major levies are: 


@ MADEL funding for post graduate medical and dental education; 

@ NMET funding for non-medical education and training — mainly 
nurses/midwives, Professions allied to medicine (PAMs) and other 
professional groups; 

@ R&D research and development; 

@ SIFT the Service Increment For Teaching meets the additional costs of 
supporting undergraduate medical and dental education; 

@ CSL Common Service Levy budgets fund a wide range of activities from 
which health authorities benefit. Some resources have been 
directed to support health authorities, trusts and primary care 
teams in tackling key short-term service pressures. 


Special Allocations 

4.28 These represent funds allocated to health authorities under special 
distributional arrangements reflecting relative need for the services concerned. 
New weighted capitation formulas have been introduced for several special 
allocations, including spending by family doctors on practice staff, premises and 
computing costs and joint finance to support projects jointly agreed by health 
and local authorities. These special allocations are added together with general 
allocations to form integrated allocations. Table 4.4 gives details of the special 
allocations in 1997-98. 


General Allocations 

4.29 The remaining £21.8 billion was distributed to health authorities as 
general allocations. This represents an average real-terms increase of 1.89 per 
cent. The distribution of this growth aimed to balance the need for continuity 
and stability with the need to make progress towards equalising the distribution 
of resources. All health authorities have received a real-terms increase of at least 
1.35 per cent, with all authorities at or below their weighted capitation target 
receiving a minimum real-terms increase of 1.89 per cent. All under-target 
health authorities have received a further real-terms increase calculated on their 
monetary distance from target (see figure 4.5). Following these allocations the 
distribution of distances from targets are shown in figure 4.6. In 1997-98 
considerable progress has been made towards equalising the distribution of 


—— 
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resources and more than 92 per cent of health authorities will be within plus or 
minus 5 per cent of their weighted capitation target. Weighted capitation 
targets for 1997-98 have been calculated on the basis of the national formula, 
which has been updated to include an interim needs weighting for community 
health services and a revised adjustment to take account of unavoidable 
variations in costs directly related to location. 


Table 4.3: Levies: 1996-97 and 1997-98 


1996-97! | 1997-98 
Service SpecificLevies __ - ' —_ £ million a £ million 
Medical and Dental Education Levy (MADEL) 558 571 
Non-medical Education and Training (NMET) 35 752 
Service Increment For Teaching (SIFT) 450 450 
Research and Development 416 416 
Total 4 major levies 2,159 2,1892 
Common Services Levy: Budgets over £10m 
Junior Doctors Hours 15 15 
Clinical Negligence 76 93 
Injury Allowances 17 As 
Information Management Group 24 22 
Distinction Awards 68 85 
London Implementation Group 15 61 
Charge Exempt Overseas Visitors 19 22 
National Specialist Commissioning Group 42 59 
Purchase of Vaccines 39 38 
Funding For Priority Services? : 25 
Special Assistance? : = 50 
Mentally Disordered Offenders? F 15 
All other common services budgets 95 110 
Common Services Total 470 612 
Total levies 2,801? 
Provision for pay and prices 56 
Total : 2,629 ; 2,8574 


1 Figures for 1996-97 have been rebased since the publication of the 1996-97 

Departmental Report. They now reflect the movement of money between levies, other 

central budgets and HA baselines. 

2 New Budgets in 1997-98. 

3 At 1996-97 prices. 

4 At 1997-98 prices. 

5 Figures in this table are not equal to the figure shown in table 4.1 due to rounding of individual levies 


Table 4.4: Special Allocations :1996-97 and 1997-98 


1996-97 1997-98 
a Peeaieer _ £ million | . £ million 
General Medical Services (cash limited) excluding 
out of hours development fund! 740 804 
Out of hours development fund! 39 39 
Joint finance! 152 155 
Drug misuse! 33 37 
AIDS prevention! 51 52 
AIDS treatment and care 186 200 
Old long stay patients? 615 590 
Practice fund management allowance 155 181 
Total? = a 2,058 _ 


1 Special allocations distributed in 1997-98 with reference to weighted capitation formulas. 

2 Patients who were in hospitals for people with learning disabilities or mental illness hospitals in 
1971. These count as residents of the host health authority and not the health authority where they 
resided prior to admission. 

3 Figures may not sum due to rounding. 
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HCHS Capital Resources 
4.30 Table 4.5 summarises planned capital spending from 1996-97 to 1999- 
2000. There will be a growing role for the Private Finance Initiative which is 
expected to contribute some £900 million over this period. See also Annex J 
for details of long-term capital projects and an analysis of capital assets. 


Table 4.5: NHS Capital Spending 1996-97 to 1999-2000 (million) 
Revised Plan Plan Provisional Plan 
1996-97 = ——-'1997-98 ~—s'1998-99 1999-2000 


Hospital and Community 
Health Services 


- Government spending 1,543 1,315 14350 1,395 
percentage real growth -16.4% 0.6% 1.3% 
- Receipts from land sales! 310 289 179 152 
percentage real growth -8.6% -39.3% -16.7% 
- PFI investment! 65 166 307 422 
percentage real growth 150.4% 81.3% 34.8% 
Other NHS Capital spending? 20 17 17 17 
percentage real growth -18.9% -2.3% -2.0% 
TOTAL 1,938 1,787 1,853 1,986 
percentage real growth -9.6% 1.7% 5.1% 
1 Estimated. 


2 Central Health and Miscellaneous Services and Departmental Administration. 
3 Figures may not sum owing to rounding. 


Private Finance Initiative (PFI) 
4.31 All capital schemes in the NHS have to be tested for private finance. 


Private finance will be used when, taking account of the scope for appropriate 
transfer of risk, it offers better value for money than public capital. The aim is to 
ensure that: 


@ top-quality services will be provided to trusts and patients for several decades; 

@ hospital facilities will be fully maintained over the lifetime of the contract: 

@ risks are managed by those best able to do so; 

@ public resources are spent as efficiently as possible when providing new NHS 
infrastructure and services. 


4.32 Hospital services will continue to be provided by NHS trusts, regardless of 
whether the facilities are provided through PFI or not, and medical and nursing 
staff will continue to be NHS employees. Treatment will continue to be provided 
free at the point of delivery. 


PFI: Progress to Date 

4.33 Progress has continued to be good for smaller schemes, and PFI deals for 
information management and technology schemes are also emerging. Progress 
has been slower than anticipated for major acute schemes. However, the first 
commercial contract for a new District General Hospital provided under PFI was 
signed in November 1996 at Norfolk and Norwich Healthcare NHS Trust. The 
capital value of this scheme is £193 million. 


4.34 A total of 71 schemes with a capital value of £1 million or more (total 
capital value £630 million) has been approved. Of these, 43 schemes (total 
capital value £317 million) have reached contract signature stage. 


4.35 A further 150 schemes with a capital value of about £2.1 billion are 
testing private finance options as part of the procurement process. These 


include 23 schemes worth over £10 million each that have now appointed a 
preferred private sector partner. Among these are several major proposed 
hospital redevelopments, for example, Dartford and Gravesham NHS Trust 
(£114 million) and Carlisle Hospitals NHS Trust (£63 million). 


4.36 The NHS Capital Investment Database now contains details of all publicly 
and privately funded NHS capital schemes over £1 million. By November 1996, 
204 private sector firms had registered on the database and the service is now 
regularly used by both the NHS and private firms. 


4.37 Table 4.6 summarises expenditure on projects involving private finance. 


Table 4.6: Projects Involving Private Finance 


xt = £ million 
Estimated Outturn Projections 
2 1996-97 a 1997-98 1998-99 1999-2000 
A Gross Publicly 2,070 1,868 1,925 2,060 
Sponsored Capital 
Of which 
B! ~— Capital Spending (by 65 166 307 422 


private sector) 

on PFI projects 
(@ Capital Spending by 2,005 1,702 1,618 1,638 
: public sector by 

conventional 


procurement 
D Central Government 328 368 349 316 
3 Local Government (PSS) 132 81 72 74 
F Public Corporations 
(Trust) 1,610 1,419 1,504 1,670 
G' PFI Revenue 23 = ¢: 41 50 
Consequences —_ : 
1 Estimates as at October 1996, and subject to change 
Key 
RowA=B+C 


Row B = PFI Expenditure 

Row C = HCHS Capital + Other NHS + E 

Row D=A-(E +F) 

Row E = PSS Capital (Total Credit Approvals plus Capital Grant). 
Row F = Trust Publicly Funded and PFI Capital Expenditure 

Row G = PFI Revenue Consequences 


4.38 The NHS Executive has taken a number of steps to address questions and 
concerns about the PFI, including the introduction of the NHS (Residual 
Liabilities) Act4-9. 


4.39 This Act, which came into force in May 1996, places on the Secretary of 
State a duty to transfer to another NHS body or to himself the residual liabilities 
of any NHS body that has ceased to exist. These liabilities may include any 
payments still to be made to the private sector under an existing PFI contract. 
This provides the private sector with an assurance that it will receive the 
payments it is legitimately entitled to receive. 


Trust Liabilities 
4.40 The Act does not state when the Secretary of State must wind up a 
health body that is unable to meet its liabilities. This has renewed private sector 
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fears that a health body in this position could ‘default’ on its liabilities. The NHS 
Executive has prepared a guide on The Purpose, Organisation, Management 
and Funding of the NHS4-'0 specifically for private-sector firms interested in 
becoming involved in PFI projects. Guidance documents on specific areas such 
as the procurement of information technology equipment through PFI will be 
published in the spring of 1997. 


Main Issues 
4.41 Work continues on a number of other perceived obstacles to good value 
PFI schemes, including: 


@ Affordability — PFI schemes must be affordable to the NHS trusts concerned 
and, therefore, to their purchasers (health authorities and GP Fundholders). 
This is because any payments that an NHS Trust makes to the private sector 
under a PFI scheme are, like any other running costs, reflected in the health- 
care prices the trust charges to purchasers. 


@ Support Scheme — Ministers have approved a support scheme which will be 
offered on a trial basis to assist a limited number of trusts whose PFI 
schemes, although offering value for money over the whole life of the asset 
(up to 60 years), are not affordable to purchasers during the primary contract 
(usually 25 years). These schemes will be eligible to receive a loan from 
central funds which must be repaid during the second half of the asset life. 


@ Agreement on Contract Terms — much progress is being made now that the 
general form and content of contract terms has been worked out. The 
experience of early PFI schemes, and in particular the example of Norfolk and 
Norwich Healthcare NHS Trust, is enabling other schemes to avoid 
reinventing the wheel whenever contract terms are to be negotiated. 


HCHS Staffing 


4.42 There were 764,200 whole-time equivalent staff employed in the HCHS 
in England at September 1995. Table 4.7 shows these by main staff group. The 
non-medical staff groups were defined using new occupation codes which in 
1995 replaced the payscale based system of classifying non-medical staff, and 
table 4.8 shows staff in the new groupings; these will be the groupings used 
for comparative purposes in future. However, to allow comparisons between 
1995 and earlier years, estimates based on payscales were produced for 1995 
and these are also presented in table 4.7. 


4.43 The main changes between 1985 and 1995 underlying table 4.7 are: 


@ Within the increase in medical and dental staff shown, on average, the 
number of hospital medical consultants increased by 3.2 per cent per year 
and junior doctors by 2.4 per cent. 

@ The number of nursing and midwifery staff fell by 13 per cent, largely asa 
result of the transition from traditional nurse training to Project 2000 training 
from 1989 onwards — traditional ‘learners’ are counted in the figures, but 
Project 2000 students are not. By contrast, the number of qualified nurses 
and midwives increased by 3 per cent between 1985 and 1995. 

@ The number of professional and technical staff (including professions allied 
to medicine) increased by 29 per cent. 


@ The number of managers and administrative and clerical staff increased to 
161,000 in 1995. Direct comparison with 1985 is not possible because 
figures for general and senior managers are not available until 1986 after the 
introduction of this group in 1984. 

@ The fall in the number of other staff reflects the continuing effect of 
competitive tendering exercises on the number of ancillary, maintenance and 
works staff directly employed by the NHS. 


Table 4.7: NHS Hospital & Community Health Services (HCHS) Staff by 
Main Staff Groups England as at 30 September each year 
whole time equivalents and percentages 


Staff Group percentage 
change 
1985 1990 1994 1995 1985-95 
: ’ ; <a os ____ (estimates)! 

All employed staff2 812,800 796,900 763,000 764,200 -6.0 

Medical & Dental 

(including locum)? 43,000 47,400 52,200 55,300 n/a 

Nursing and Midwifery 


(including learners and agency)4 401,200 402,100 353,100 349,800 -12.8 
All Professional & 


Technical (excluding works) 74,300 84,000 92,800 95,800 28.9 
Managers & Administration 

(including Clerical)> 110,900 129,700 157,600 161,000 na 
Others 

(including Ancillary, Works, 

Maintenance, Ambulance) _ 183,400 133,700 _ 107,400 102,400 -44.2 


Source: Department of Health Medical & Dental and Non Medical Workforce Censuses. 


1 Figures from the 1995 non medical workforce census (ie all except medical & dental staff) are based 
upon information received from those organisations that submitted both payscales and new 
occupation codes for at least 95 per cent of their staff, and should be interpreted with caution. 

2 Totals may not add to the sum of their components due to rounding. 

3 Figures for 1985 locum medical and dental staff exclude most, if not all, agency locums. For this 
reason, percentage changes between 1985 and 1995 cannot be calculated for these staff. 

4 Nursing and Midwifery figures from 1990 exclude students on Project 2000 training courses (there 
were around 32,000 Project 2000 students in September 1994, and 33,000 in September 1995). 

5 The numbers of general and senior managers were not collected until the 1986 census; for this 
reason percentage changes between 1985 and 1995 cannot be calculated. 


Table 4.8: NHS Hospital & Community Health Services (HCHS) Staff by 
New Occupation Code Staff Groups England as at 30 September 1995 


whole time equivalents 


Staff Group 

—= oe ae : 1995 
All employed staff! 764,200 
Nursing, midwifery and health visiting staff 341,000 
(including learners and agency) 
Scientific, therapeutic and technical staff 94,000 
Medical and dental staff 55,300 
(including locums) 
Healthcare assistants and support staff 87,600 
Administration and estates staff 168,700 
Ambulance staff 14,500 
Other staff : 3,200 


1 Totals may not add to the sum of their components due to rounding. 
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Figure 4.7: FHS Gross Expenditure 1995-96 
Figures in 000s 


Cash limited general medical 
£775 


Pharmaceutical 


; £2,917 
General medical 


£1,965 


Ophthalmic 
£223 


Cash limited drugs 
£1,295 


£1,289 


42 


FHS Resources and Staffing 


4.44 Gross expenditure on Family Health Services (including spending by GP 
fundholders on drugs) amounted to £8,443 million in 1995-96, of which 8 per 
cent was met from prescription and dental charges paid by patients. Figure 4.7 
shows how gross expenditure is distributed among the constituent services. 


4.45 Since 1985-86 gross expenditure on Family Health Services has increased 
by 51 per cent in real terms. The main changes in spending over this period are 
described in paragraphs 4.46 to 4.50. 


General Medical Services (GMS) 

4.46 Since 1985-86 overall (cash limited and non-cash limited spending) GMS 
expenditure has increased by 62 per cent in real terms. This has supported an 11 
per cent increase in the numbers of GPs (see table 4.10). 


4.47 The most significant change in this period was the introduction of cash- 
limited budgets in 1990-91 for certain directly reimbursed expenses — 
computing, staffing and some premises improvements. By 1995-96 cash-limited 
funding accounted for 28 per cent of total GMS expenditure and had grown by 
36 per cent in real terms since1990-91. 


Table 4.9: GMS Cash Limited Expenditure 


aie “2 a ~~" ‘ot £million 
1992-93 1993-94 1994-95 1995-96 1996-971 

_ 7 eee a ea, ( ae eee allocation 
Staff 482 514 
Premises Improvements 134 116 \ 698 \ 726 \ 739 
Computers to support GMS 22 20 
Out of Hours (OOH) 0 0 0 pa 56 
TOTAL 638 650 698 747 795 
Year on Year Real Terms 
Increase (%) _ 8.2% 10996 ve a 4.5% _ 3.8% 


1 The 1996 — 97 figures are for allocations rather than outturn and are therefore subject to change. 
2 Out of Hours Development Fund launched in November 1995. 


Pharmaceutical Services (PhS) 


4.48 There has been an increase in expenditure of 60 per cent in real terms 
since 1985-86. The PhS consist of the cost of drugs and appliances prescribed in 
the community (the ‘drugs bill’) and the cost of dispensing prescriptions and 
other pharmaceutical services. The drugs bill, the largest component of the 
pharmaceutical services, amounted to £3.5 billion in 1995-96, of which some 
£1.3 billion is now within health authority cash limits. In real terms, it has grown 
by almost 73 per cent over the period. The proportion of gross costs met from 
prescription charges (including receipts from the sales of prescription 
prepayment certificates) has fallen from 7.7 per cent to 7.1 per cent and the 
Government's net expenditure has risen by just over 60 per cent in real terms. In 
1995-96, nearly 485 million prescriptions were dispensed, 42 per cent more than 
in 1985-86. The cost of dispensing prescriptions and other pharmaceutical 
services (fees paid to pharmacists, dispensing doctors and appliance contractors) 
was £712 million which represents an increase of 17 per cent in real terms over 
1985-86. The costs per prescription dispensed are set out in Table 4.16. 


NATIONAL HEALTH SERVICE 


General Dental Services (GDS) 

4.49 There has been an increase in expenditure of 23 per cent in real terms 
since 1985-86. The Government's net expenditure has increased at the same 
rate, reflecting the fact that the proportion of gross costs met from patient 
charges has remained at 30 per cent. 


General Ophthalmic Services (GOS) 

4.50 There has been a decrease in expenditure of 2 per cent in real terms over 
the period since 1985-86 as a whole. This reflects the fact that, from April 
1989, eligibility for free NHS sight tests has been available only to certain 
groups, namely all children, students aged under 19 in full-time education and 
adults entitled to full help from the NHS Low Income Scheme or with special 
medical needs. 


FHS Staffing 


4.51 GP numbers grew by about 0.5 per cent over the year to October 1995, 
compared with an annual average growth rate of 1 per cent in the years since 
1985-86. However, these figures do not take into account the fact that an 
increasing proportion of GPs are part-timers. The number of community 
pharmacies in contract with a health authority has remained broadly stable 
since entry controls were introduced in 1987 and stood at 9,787 in March 
1996, a similar number to the previous year. The number of general dental 
practitioners has grown by 11 per cent since 1985-86, while the number of 
ophthalmic practitioners in contract to carry out NHS sight tests has increased 
by nearly 15 per cent in the same period. 


Table 4.10: Family Health Services Staffing 


% % 
1985-86 1991-92 1992-93 1993-94 1994-95 1995-96 Change Change 
1985-86 1994-95 


to to 
—_s — = * 1995-96 1995-96 
Number of general dental practitioners (GDPs)! 14,334 15,451 15,411 15,773 15,885 15,951 11.3 0.4 
Number of opticians2 5,899 6,502 6,601 6,619 6,622 6,778 14.9 2.4 
Number of general medical practitioners? 24,040 25,690 25,970 26,290 26,570 26,700 as 0.5 
Number of contracting pharmacies4 __ oe 9499") = 0765 = 9.7638 > 9766 9771 9,787. 230 nO 


1 Principals, assistants and vocational trainees at 30 September. Figure excludes salaried and hospital dentists. 

2 Optometrists and ophthalmic medical practitioners at 31 December. 

3 Unrestricted principals at 1 October: Source GMP Census. 

4 Excludes appliance contractors and dispensing doctors. From 1991-92 figures are shown as at March each year. 
Figure for 1985-86 refers to 31 December. 


Baseline Performance 


4.52 Much of the information available currently on the performance of the 
NHS is concerned with the volume of services and the efficiency with which 
they are provided. However, there is a growing body of activity to develop and 
encourage the use of health outcome measures, quality indicators and other 
comparative information within the NHS. This will be reinforced by the current 
‘Managing for Quality’ work programme (see paragraph 4.150) which was 
launched by the White Paper A Service with Ambitions. This section provides an 
Overview of recent performance on the basis of the information already 
available and reports on some of the work in hand to extend the range of 
measures. It also reports on developments within a number of service sectors. 
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HCHS Activity, Efficiency and Unit Costs 
Table 4.11: Health Service Activity 


== : LAs Thousands 
’ 7 : Annual 
average 
% % 
change change 
1985! 1990-91 1991-9 1992-93 : 1993-94 1994-95 1995-962 1985to 1994-95 to 


1995-96 1995-96 


Ordinary admissions 


General and acute2 5,385 5,685 5,913 5,987 6) 127 6,210 6,396 Lys 3.0 
Geriatric 376 468 508 B27 554 548 553 3.9 0.9 
Maternity3 863 947 950 943 970 974 1,119 2.6 14.9 
All specialties? 7,066 17524 Tey ere ashe 17-988 8065. ee oo) ee 1/2 3.9 _ 
Day cases 
General and acute? 938 een 1535 1,785 2,080 2,439 2,813 11.6 15.3 
All specialties? a 963 26 NBA 1 808. 8 2G es _ 2845 = Sears 15.0 
All finished consultant episodes 
General and acute 6,323 6,936 7,448 Tie 8,207 8,649 9,209 3.8 C5 
All specialities : i ee a 8,029 8,785 9.302 9635" 10,094 10,539 e224) ean 6.5 
New outpatients (first attendances) 
New outpatients4 8,682 8,502 8,942 9,342 9,683 10,363 10,989 2.4 6.0 
General and acute 7,746 7,593 8,036 8,488 8,832 9,513 10,128 2.7 6.5 
Geriatric 54 72 70 77 83 94 101 6.5 8.3 
Maternity> f32 695 684 612 600 588 585 -2.2 -0.6 
Mental health 201 2A 218 238 245 257 271 3.0 55 
Learning disabilities ea nn oh Se eee ee 52> om SS: ee 52 17.9 
New A&E (first attenders) 10,403 11,204 11,035 10,993 11,365 11,943 12,404 1.8 3.9 
Ward attenders* = 7 == _ ta 98i___ 1,008. 1,029" 985 9800 1S eee 3.4 
Occupied bed days 
Mental illness 23,700 19,300 17,100 15,400 13,900 13,000 12,700 -6.1 -2.3 
Learning disabilities 7 13,600 8,600 = 7600 =~ 6500 ~=—S— 5,500 _—«4,600 4,000. ___*=41, 5. ee 
Average length of episode 
(ordinary admissions) days 1985 to 1993-94 to 
1994-95 1994-95 
General and acute 10.3 8.3 eae We 7.0 6.7 na -4.1 -4.3 
Geriatrics ~ - —. eWiKey eh est ais S223.0 : Zee 19.8 na __ Sie -6.6 


1 The figures for 1985 are estimates based on 1985 Discharges and Deaths adjusted using 1988-89 data where information was collected for both discharges and deaths and 
finished consultant episodes. 
2 The method of collection was revised in 1995-96 due to suspected undercounting in previous years. 


3 Well babies are included only in the all specialties rows. The maternity sector includes delivery episodes and birth episodes not resulting in well babies. General and Acute is 
the sum of geriatric and acute. 


4 From April 1992 patients seen by medical staff on a ward are recorded as outpatients rather than ward attenders. 
5 Obstetrics and GP maternity. 


Purchaser and Provider Data 

4.53 Performance management in the NHS is increasingly supported by data 
relating to health authorities which, with GP fundholders, ‘purchase’ care for their 
populations. Purchaser-based data has been available since 1991-92, but, in some 
areas, data flows are still developing. The statistics included in this section therefore 
follow the practice of previous Departmental Reports by reporting on performance 
in terms of activity ‘provided’ by NHS trusts and special health authorities. Annex F 
describes the difference in coverage of the two data sets, and gives summary 
Statistics based on ‘purchaser’ data. Future Departmental Reports will give greater 
prominence to such statistics as information systems develop. 
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Activity Trends 
4.54 Table 4.11 gives details of hospital activity levels for each of the main sectors. 
Statistical notes on activity are contained in annex L. 


@ Between 1985 and 1995-96, the number of general and acute ordinary 
admissions and day cases grew by an average of 3.8 per cent a year. 

@ Within this increase there is a continuing shift towards treating patients on a 
day case basis. Since 1985 the number of day cases has grown, to 2.8 million 
in 1995-96, 31 per cent of all general and acute episodes. 


4.55 Information on waiting times is given at paragraphs 4.82 et seq. 


4.56 Statistics on activity in the community health and services from the 
professions allied to medicine over the period 1988-89 to 1994-95 are reported 
in table 4.12. Key points are: 


Following a decline in the early part of the period, activity has remained 
broadly constant in some areas, while increasing in others. 
@ Since 1985 the number of practice nurses has increased by 350 per cent. 


Aggregated Activity 

4.57 An overall measure of changes in HCHS activity is obtained by weighting 
together the activity increases in various areas of HCHS by the proportion of 
expenditure spent on each. This measure, the cost-weighted activity index (CWAI), 
includes hospital expenditure on inpatient and day-case episodes, outpatient and 
accident and emergency services. Community health services covered include 
immunisation, district nursing and ambulance services. The CWAI cannot monitor 
the full range of health service activities and there is anecdotal evidence that the 
CWAI does not fully reflect the growing complexity of the community sector. 
Figure 4.8 shows the growth in cost weighted activity from 1984-85. 


Table 4.12: Community Health and Cross-Sector Services Activity Statistics’ 
: Thousands 
1988-89 1989-90 1990-91 1991-92 1992-93 1993-94 1994-95 


Number of episodes? : 


Health visiting 4,100 3,900 3,600 3,700 3,700 3,700 3,700 
Community nursing services (total) 2,800 2,800 2,600 2,700 2,800 2,800 2,900 
District nursing 2,400 2,300 2,100 2,200 2,200 2,200 2,300 
Community psychiatric nursing 230 240 250 270 300 340 360 
Community learning disability nursing 21 21 21 21 21 22 23 
Specialist care nursing 195 200 190 220 270 270 2504 
Chiropody services 880 * 920 910 940 970 1,010 980 
Clinical psychology 150 150 140 150 160 170 180 
Dietetics® 650 630 620 630 640 670 690 
Occupational therapy 770 750 740 840 880 940 1,020 
Physiotherapy 3,100 3,200 3,200 3,300 3,400 3,500 3,900 
Speech therapy 240 230 240 250 270 290 300 
Community dental services® n/a? n/a? T3155 1,186 1,214 1,156 1,156 


1 Owing to changes in definitions which occurred in 1988-839, it is not possible to provide comparative statistics prior to 1988-89. 
2 Number of new episodes commenced in the year except health visiting (number of different persons seen at least once in the year) and 
community dental services (number of episodes of care completed in the year.) 

3 Estimated national totals based on those districts supplying data. 

4 The range of staff groups included under specialist care nursing changed in 1994-95. 

5 Data for 1988-89 to 1992-93 revised to take account of late and missing returns and correction of major errors. 

6 Includes a small number of discontinued episodes of care. 

7 Not collected on a comparable basis. 
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Figure 4.8: HCHS Cost Weighted Activity Index (1984-85=100) 
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Figure 4.9: Average Unit Costs by Category of Care 
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Efficiency and Unit Costs 

4.58 Improvements in HCHS efficiency can be estimated by comparing the 
rate of increase in activity with the increase in resource inputs. A faster increase 
in activity than in expenditure after allowing for changes in input costs 
constitutes an efficiency gain. 


4.59 Figure 4.8 shows that the overall activity levels have increased by some | 
30 per cent in the 10-year period from 1984-85 to 1994-95, an average of 2.7 
per cent per year. Over the same period, HCHS expenditure increased at only 
half this rate, after allowing for changes in HCHS input unit costs. 


4.60 Comparing the growth rates for activity and expenditure after allowing 
for changes in input costs suggests that efficiency in the HCHS increased by 
some 14 per cent over the 10-year period. 


4.61 Expenditure has increased by 36 per cent since 1984-85, after allowing 
for general inflation as measured by the GDP deflator. This is roughly the same 
as the rise in overall activity (30 per cent). It follows that HCHS output unit costs 
have kept pace with output unit costs in the economy as a whole, of which the 
GDP deflator is a measure. 


4.62 The CWAI-based efficiency measure requires data from a number of 
sources, and is not available until after detailed data for the financial year have 
been analysed. Final estimates for the efficiency gain for 1995-96 are not yet 
available. 


4.63 Ina year, health authority efficiency is measured through the Purchasing 
Efficiency Index (PEI). Provisional results, measuring the 3 per cent target for 
1995-96 against the previous year's plans, suggest that the target has been 
achieved. 


4.64 Figure 4.9 shows the trend in unit costs by category of care since 1984- 
85, after allowing for movements in HCHS pay and prices. Costs per case in the 
acute, geriatric and maternity sectors have fallen over the period largely 
because of declining length of stay. Prior to the 1991 NHS reforms, hospital and 
community units (now NHS trusts) completed a different form of accounts, for 
example, excluding capital charges. Because of this, unit cost figures in years 
prior to 1991-92, are not comparable with figures from 1991-92 onwards. 


4.65 Key unit cost statistics: 


® Between 1991-92 to 1994-95 the cost of treating the average acute 
inpatient fell by 10 per cent, an average reduction of 3.4 percent peryear. — 


@ The proportion of elective patients who are treated as day cases rose from 38 | 
per cent in 1991-92 to 52 per cent in 1994-95, while the average length of 
stay for those acute patients (elective and emergency) occupying a bed 
overnight fell from 5.7 days to 5.2 days in the same period. 


® Between 1991-92 and 1994-95, the average cost of a birth fell by 4 per cent 
021,570. 

@ The average cost of a geriatric case fell by 16 per cent in the period 1991-92 
to 1994-95, primarily due to shorter lengths of stay. 

@ The cost per day of treating patients in the mental health and learning 


disabilities sectors rose, by 13 per cent and 46 per cent respectively in the 
period 1991-92 to 1994-95. These rises reflect the shift from hospital to 
community care, as those who remain in hospital tend to have a higher 
dependency level than those who are discharged 


Quality and Outcomes 


4.66 Over the last few years a major component of the Department's and NHS 
Executive's strategy has been to promote the development and use of measures 
of quality and health outcomes. The Central Health Outcomes Unit (CHOU) of 
the Department, set up in 1993 to co-ordinate this, has focused its efforts on 
the development of a range of indicators plus the support of projects aimed at 
developing appropriate methods and data collection systems. See also 
paragraph 4.181 et seq on clinical effectiveness. 


4.67 Developments include: 


@ The Public Health Common Data Set4-11 — a comprehensive set of data on 
population health covering demography, fertility, morbidity and mortality, 


' issued annually to the NHS. It also incorporates the Department's first set of 


population outcome indicators. A survey has shown that the data set is 
extensively used and is highly valued by users. CHOU commissioned the 

. Wessex Institute of Public Health to look at how health authorities use these 

_ indicators and at their approaches to health outcomes assessment work. A 

follow-up compilation of some 20 case studies of innovative local work will 

be shared with others in the NHS. 

~@ Clinical indicators — CHOU is to pilot a set of clinical indicators developed 

jointly with the medical profession. 

~@ Environmental health risk indicators — feasibility studies have been 

commissioned on a set of environmental health risk indicators. 

~@ Compendium and Database of indicators — various indicator data sets are 
being drawn into a single, structured set of clinical, health and outcomes 

indicators into which all NHS Executive work on outcomes will filter. This will 
enable the publication of a compendium of all such indicators. The 
compendium and database will make use of population health outcome 
models which will help to clarify and highlight health outcome objectives, 
reflecting positive aspects such as improved quality of life, as well as negative 
aspects such as avoidable diseases and ill health. 

~@ New health topic indicators — having identified gaps in existing indicator sets, 
CHOU commissioned the setting up of 10 health-topic-based working 
groups to help develop sets of ‘ideal’ indicators (some of which may require 
new data collection). All 10 are now functioning, and the first, looking at 
asthma, submitted its report in August 19964:!2. The other nine will finalise 
their reports during 1997. 


Emergency Services 
4.68 In the light of pressures experienced during the winter of 1995-96, in 
March 1996 the Chief Executive wrote to health authorities and NHS trusts4:13 
asking them and others to get together, in preparation for the following winter, 
to share good practice and to plan an effective response to predictable increases 
in emergency admissions and fluctuations in demand. As a result every health 
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authority, with its trusts, has drawn up an action plan for dealing with 
emergency demand in winter 1996-97. 


4.69 The Chief Executive has established an Emergency Services Action Team. 
The two key aims of the team are to work with and alongside the regional 

office performance management structure to ensure that the problems that 
occur in winter are vigorously handled but also to do so in a way that links 
policy more closely to operational realities. An aide-memoire providing details of 
good practice on Handling Winter Pressures was prepared by the team and 
distributed within the NHS in October 19964:14. 


4.70 Extra funding has been made available in 1996-97 to support the NHS in 
coping with winter pressures. This included £4 million for adult intensive and 
high dependency care which is being used to fund additional beds where needs 
are greatest, as well as extra staff training and measures to improve the way 
beds are used. 


4.71 The NHS Executive is working with the professions and the National 
Casemix Office to include activity data on adult paediatric and intensive care in 
the Hospital Episode Statistics (HES). The collection of this data will be 
mandatory from October 1997. A training programme is being set up for 
clinicians and data staff who will be responsible for collecting this information 
to ensure that the data collected is as reliable as possible. 


@ Management action aims to ensure that adequate services through the peak 
months of winter 1996-97 are maintained, including better co-operation 
between trusts for bed pooling; vaccination of vulnerable groups against 
influenza; 

@ The launch of the national intensive care bed register in December 1996 
means that a doctor needing to transfer a patient can now make a single 
telephone call to find the nearest suitable bed. 


Developing Emergency Services in the Community 

4.72 As part of a co-ordinated exercise which aims to ensure that emergency 
care services meet the requirements of patients and are clinically and cost 
effective, the Chief Medical Officer has chaired a review of the provision of 
emergency care outside hospital. The review benefited from a multidisciplinary 
membership drawn from the many interests and professions involved in 
providing emergency services in the community. 


4.73 The review considered whether the existing system of emergency care is 
too focused on traditional access points such as the 999 system, family doctors 
and accident and emergency departments. It recognised that in many areas 
innovative forms of emergency care in the community are already in place or 
being developed. It stressed the importance of effective co-operation between 
the many organisations involved in providing emergency care such as social 
services departments and voluntary bodies, as well as the different parts of the 
NHS, and concluded that much could be done within existing resources. 


4.74 Aconsultation document was published in November 19964-15 and the 


Chief Medical Officer will present his final report to the Secretary of State in 
spring 1997. 


4.75 Among the ideas considered in detail in the consultation document are: 
the development of a telephone helpline to advise people on where to seek help 
in addition to 999; encouraging people to take greater responsibility for dealing 
with emergencies through appropriate training and awareness; campaigns to 
increase public understanding on how to deal with emergencies and where to 
seek professional help; and the greater use and provision of first-aid kits. 


Review of Ambulance Performance Standards 

4.76 The Final Report of the Review of Ambulance Performance Standards 
was produced in July 1996416. A new Patient’s Charter Standard of ambulance 
services responding to 75 per cent of immediately life-threatening calls within 
eight minutes will be phased in by 2000- 01. 


Performance on Patient’s Charter Standards 

4.77 The Patient's Charter is part of the wider Citizen's Charter initiative to 
improve standards in the delivery of public services generally, and to keep the 
public better informed about the services available. The Patient's Charter came 
into force in April 1992. An updated and revised version was issued in January 
1995. Its aim is to focus attention upon those areas of the NHS which are of 
most concern to patients. These are broadly, waiting times for treatment, 
information about treatment and services, and privacy and dignity issues. The 
‘Patient's Charter is issued in several different languages, and large-print, audio, 
Braille and British Sign Language versions. 


4.78 Since the introduction of the Patient's Charter, waiting times for 
admission to hospital for treatment have reduced, and block bookings for 
outpatient appointments are no longer made. Health authorities are responsible 
for ensuring delivery of the Charter standards through the contracting 
arrangements. Performance against Charter standards is monitored locally. 
Performance against a number of key standards is monitored nationally. Table 
4.13 is asummary of performance against key standards. Figures 4.10 to 
4.13 show key information on Patient's Charter standards. Annual comparative 
performance tables are issued to enable the public to assess the performance of 
their local hospitals. 


479 Toinform patients of their rights and the standards of service they can 
expect to receive, the Department is issuing a series of leaflets which explain in 
more detail how the Patient's Charter applies to specific NHS services. So far 
booklets have been issued for maternity services, services for children and 
young people and mental health services. 


4.80 Performance against the immediate assessment for accident and 
emergency and 30-minute wait in outpatient standards improved consistently 
since monitoring was introduced in 1992-93.By the end of 1995-96, 94 per 
cent of patients were assessed within five minutes of arrival at accident and 
emergency and 90 per cent of patients were seen within 30 minutes of their 
appointment time in outpatient clinics. 
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Figure 4.10: Patient's Charter: Comparison of Performance 
1994-95 with 1995-96 
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Figure 4.11: Average Waiting Times 1992 to 1996 
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Table 4.13: Summary of Performance Against Key Patient's Charter 
Standards 

Patient’s Charter Q4 1994/1995 Q4 1995/1996 Improvement 
Standard 


Ambulance response times 
i Rural Services 


(within 19 minutes) 96% 96% x 
ii Urban Services 

(within 14 minutes) 84% 87% v 
Immediate assessment in A & E 93% 94% Vv 
Waiting in outpatient clinics — 

seen within 30 minutes 88% 90% v 
Outpatients seen within 

13 weeks of referral 82% 83% v 
Outpatients seen more than 26 

weeks after referral 5% 3% v 
Inpatients waiting more than 

18 months 121 14 v 
Inpatients waiting more than 

12 months for CABG or PTCA 35 11 Vv 
Cancelled operations — breaches 

of the Patient's Charter standard 2,005 2,130 mi 
Transfer of medical records 

i Urgent (within 2 days) 85% 88% ¥Y 
ii Routine (within 6 weeks) 79% 65% x 
GP Practice charters 64% 76% v 


Notes (see also annex L): 
Ambulance response times: the percentage of emergency ambulances arriving at the scene within 
the timelimits set for urban (within 14 minutes) and rural (within 19 minutes) services. 


The time is measured from receipt of an emergency call to the time of patient rendezvous of a vehicle 
and twoperson fully trained crew. It is the number of calls not the number of ambulances responding. 
Figures include: 


¢ 999 calls requesting a response to an incident or sudden illness. 

¢ A maternity admission requiring immediate emergency response (not necessarily received through 
the 999 system). 

e Any other type of patient for whom an emergency procedure is necessary. 

* Hoax calls if the ambulance arrives at the requested destination. 


They do not include: 

* Calls aborted for whatever reason before arrival at the scene should not be included in either the 
numerator and denominator. A late arrival is not an abortive journey. 

* Hoax calls if the journey is aborted before arrival at the scene. 

* Non emergency vehicle responses e.g. rapid response vehicles. 


A&E Assessment: the number of patients seen and assessed by a nurse or doctor within five minutes of 
their arrival at the accident and emergency department(s), as a percentage of the total number arriving. 


Cancellation of Operations: the number of patients admitted electively for their operation in the 
quarter, having suffered a last minute cancellation and waited over a month thereafter for admission. A 
last minute cancellation is one made by the provider for non-medical reasons on the day of or after 
admission. If a patient is transferred between providers, cancellations by previous providers are included. 


Waiting in Outpatient Clinics: the number of outpatient attendances where the primary consultation 
began within 30 minutes of the appointment time, as a percentage of all outpatient attendances. 
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Medical Records Transfer: the percentage of urgent requests for transfer of medical records 
completed within two working days and the percentage of routine requests for transfer of medical 
records completed within six weeks. 


Practice Charters: the percentage of GP practices which have a charter, as well as the percentage of 
GP practices which are in the process of developing a charter. 


CABG and PTCA: this condition specific waiting times standard applies to all patients waiting for 
Coronary Artery Bypass Grafts (CABG), Percuatneous Transluminal Coronary Angioplasty (PTCA) and 
some associated procedures. All patients should receive their treatment within 12 months of being 
placed on a waiting list. 


Cancelled Operations Figure 4.12: Patients Waiting 12 Months or More - England 
1992 to 1996 


4.81 Thenumber of patients not admitted within one month of a cancelled 
Operation during the last quarter of 1995-96 was, at 2,130, around 6 per cent 
higher than the same period the previous year although the number of 
breaches for the whole year was around 3 per cent lower than in 1994-95. 
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4.82 Half of all admissions to hospital are immediate. The other half are 
‘elective’, with a waiting time before the admission takes place. The median 
waiting time for elective admissions is six weeks and over two-thirds are 
admitted within three months. 
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4.83 The NHS has been working to end the longest waits for treatment while 
ensuring that urgent cases continue to receive priority. The Patient’s Charter 0 
guarantee is that no one should wait longer than 18 months for admission. March 1992 March 1993 March 1994 March 1995 — March 1996 
Progress is also being made on outpatient waits with a standard set that no one 

should wait longer than 26 weeks for an initial outpatient appointment, with 

90 per cent seen within 13 weeks. 


Inpatients (Including Day Cases) 
4.84 \n March 1991, patients on the waiting list had waited an average of Figure 4.13: Distribution by Waiting Time from GP Referral to 
Outpatient Consultation by Specialty — England, Quarter 


seven-and-a-half months for treatment; by March 1996 this had fallen to less Ended 31 March 1996 


than four months. % 100 
‘° 


4.85 The number of people waiting over 12 months has fallen from more than 
- 200,000 in 1990 to around 5,000 by March 1996 with only 14 people waiting 80 
over 18 months, compared to around 20,000 in March 1992. 


Outpatients e 


4.86 Information on the time patients wait between referral by their GP and 
being seen in an outpatient clinic was first published in 1994-95. Figures for the 
quarter ended March 1996 show 97 per cent of first appointments seen within 
26 weeks of referral and 83 per cent seen within 13 weeks, an improvement 
from 95 per cent and 82 per cent respectively at the end of March 1995. 
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4.87 There were significant variations in performance by speciality with 
orthopaedics, plastic surgery, ENT and ophthalmology showing less than 80 per 
cent of patients were seen within 13 weeks in the quarter to June 1996. In 
contrast, 90 per cent or more of patients were seen within 13 weeks for general 
medicine and general surgery. 
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Financial Performance 


Financial Performance of Health Authorities 

4.88 In 1996-97 there are 100 health authorities responsible for the 
purchasing of patient-care related services. Purchasers are responsible for 
commissioning services from trusts and other health-care providers through the 
contracting process. Purchasers are required to ensure a year-on-year 
improvement in efficiency. 


4.89 Health authorities were responsible for spending over £21 billion on 
patient care in 1995-96. In doing so they were expected to: 


@ manage their resources to live within the cash limited allocation made 
available to them; 
@ achieve an aggregate increase in efficiency of at least 3 per cent. 


4.90 1995-96 proved to be a challenging year from a financial perspective with 
increasing pressures being placed upon the service. While overall all authorities 
managed to remain within their cash limit, a number only achieved this by utilising 
1994-95 brought-forward resources. However, the reported performance of 
health authorities suggest that the overall target efficiency gain was achieved. 


Financial Performance of Trusts 

4.91 There are 429 operational trusts in 1996-97 responsible for all HCHS 
health provision. Trusts deliver improved health care and increased efficiency with 
the resources committed to the health service. Trusts have three financial duties: 


@ to generate the required return (currently 6 per cent) on relevant net assets; 

@ to break even on an income and expenditure basis taking one year with another; 

@ to meet, or come within agreed flexibility, the external financing limit (EFL) 
set by the NHS Executive. 


4.92 NHS trusts are financially accountable and there are three main 
accountability tools; each trust must produce an annual business plan which 
covers the three forward years. They must also publish an annual report on the 
previous year's performance and the audited accounts for that year. There is 
also a general requirement on trusts to ensure that their activities are carried out 
in such a way as to achieve best value for money. 


4.93 Reported performance in 1995-96 for the then 433 operational trusts 
was particularly affected by accounting technicalities caused by changes in 
accounting treatment introduced after trusts had set prices for the year. The 
NHS Executive recognises these effects were totally outside the control of the 
trusts and that technical failures do not reflect adversely on the management of 
the trusts. The performance of all trusts can be seen below: 


Table 4.14: Financial Performance of NHS Trusts, 1995-96 


Duties Number of % of 


% Failing % Failing 

Achieved trusts trusts due to for non- 

: achieving achieving technicalities technical 

ae __duty uty = eee 
All 3 duties 176 40.6 372 22.2 
Required return 202 46.7 32.8 20.5 
Breakeven on I&E 339 78.3 13.9 78 
EFL 398 91.9 5.81 2.3 


1 External Financing Limit overshoots over £10,000 are considered not material by the National 
Audit Office. 


4.94 Where a trust does not achieve a financial duty, it will develop a recovery 
plan, with the assistance of the regional office, including an agreed timetable 
for performance to improve. 


Review of the Trust Financial Regime 

4.95 In June 1995, The Director of Finance and Performance set up an 
Advisory Group to consider the operation of the Trust Financial Regime. Its 
report*-23 was published in September 1996. The report's main conclusions 
were that: . 


@ the regime was fundamentally sound; 

@ the primary financial duty of trusts should be to break even after charging 
all costs, including debt remuneration, equivalent to a 6 per cent return 
on assets; 

@ a case should be made to HM Treasury for changes to accounting 
requirements to reflect the particular features of the regime so that the 
accounts better reflect real financial performance; 

@ once certain pre-conditions are met, a start should be made to liberalise the 
current pricing rules. 


4.96 Ministers and the NHS Executive have considered the report and, subject 
to agreement with HM Treasury where necessary, plan to take forward the 
advisory group recommendations. 


Payment of Bills by NHS Trusts 

4.97 Alltrusts are expected to conform with Government Accounting 
Regulations and the CBI Prompt Payment Code. Trusts should pay external 
suppliers within 30 days of receipt of goods, or a valid invoice, whichever is the 
later, unless covered by other agreed payment terms. The Director of Finance 
and Performance has signed up to the CBI code on behalf of the NHS. 


4.98 1994-95 Accounts showed that NHS trusts paid 53 per cent of their bills 
within target. This has improved considerably throughout 1995-96 and the 
performance disclosed in the 1995-96 Accounts shows 71 per cent of invoices 
(76 per cent of the value of invoices) are paid within target. A further 
improvement is required in 1996-97 to reach the target of 95 per cent set by 
HM Treasury. 


Management of the NHS Estate and the Capital Programme 


4.99 The value of the NHS estate was about £24 billion at April 1992. As at 
April 1996 there were 429 Trusts on around 11,000 hectares of land. As at 
October 1995 the residential estate consisted of about 13,000 houses and flats 
and around 59,000 hostel places. 


4.100 At the end of September 1996, there were 77 contracts, each worth over 
£1 million under construction, with an aggregate cost of £498 million. 


4.101 In 1996-97 it is anticipated that £1.9 billion will be spent constructing, 
modernising and improving NHS buildings. 


® over 750 schemes each costing over £1 million have been completed in the 
last 10 years; 

about 40 major schemes each costing over £1 million are due to be 
completed in 1996-97; 

@ about 100 schemes have been approved with expenditure programmed in 
1996-97 and 1997-98. 
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Figure 4.14: Time and Cost Performance —- Three-Year National 
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Figure 4.15: NHS Backlog Maintenance Costs 
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Figure 4.16: Health Authority Costs in Cash 1994-95 to 1997-98 
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4.102 Time and cost overruns remain stable at 6 per cent for cost and 9 per cent for 
time compared with 13 and 14 per cent respectively in 1988-91. (See figure 4.14). 


Backlog Maintenance 
4.103 The backlog maintenance total has increased to £2.41 billion in 1995-96 


£584 million of which relates to statutory and safety maintenance. £287 million 
of the backlog total relates to properties which are to be disposed of before 
2001. The underlying total of £2.12 billion has fallen by £2 million since 
1994-95. (See figure 4.15). 


Value for Money Developments 

4.104 Overall improvements in HCHS efficiency are discussed at paragraphs 
4.58 et seq. This section reports on a number of specific initiatives aimed at 
containing costs and improving value for money. 


Health Authority Costs and Trust Management Costs 

4.105 In October 1995, the Secretary of State announced an overall 
requirement to achieve a 5 per cent cash reduction in the costs of running 
health authorities and in trust management costs in 1996-97 compared with 
planned spending in 1995-96. Health authorities and trusts are making 
significant progress to achieving these reductions. 


4.106 In 1997-98, health authorities and trusts are expected to make further 
savings of 2.7 per cent nationally in these costs, in line with the general NHS 
efficiency target. Targets for individual health authorities and trusts will vary in 
the light of local circumstances. 


Health Authorities 

4.107 Health authorities are planning to meet the Secretary of State’s 
requirement for a reduction in health authority costs to a target of £450 million 
in 1996-97. Outturn results for 1995-96 show that the baseline for the 1996-97 
exercise is higher than envisaged, such that the target reduction is equivalent to 
9.4 per cent cash (11.6 per cent in real terms). Figure 4.16 shows the changes 
in health authority costs since 1994-95. | 


Trusts 

4.108 Trusts are planning to make a 5 per cent cash (7.5 per cent real terms) 
reduction in their M2 management costs, ie, costs of staff working in corporate 
functions, senior managers of other operational and support services, and the 
amount spent by trusts on management consultancy, in 1996-97 compared 
with the 1995-96 plan. Outturn figures for 1995-96 M2 costs were about £25 
million less than planned, suggesting that trusts made an early start on 
achieving their 1996-97 targets. Figure 4.17 shows the changes in M2 costs | ' 
since 1995-96, the first year M2 costs were available. 


Efficiency Scrutiny 


4.109 An efficiency scrutiny was set up in November 1995 to look at the scope 
for reducing the burdens of paperwork in NHS trusts and health authorities. 


4.110 In May 1996, the Department published its recommendations for 
substantial reductions in paperwork associated with health authorities and 
trusts in its report Seeing the Wood, Sparing the Trees4-24, The team estimated 
that the recommendations, when implemented, should release at least £40 
million from administration to patient care. 
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4.111 The main themes of the recommendations are concerned with reducing 


ag Figure 4.17: Trust M2 Costs in Cash 1995-96 to 1997-98 
paperwork In three areas: 


£m 1500 
@ information issued to trusts and health authorities by the Department; 
® administrative processes associated with the work of NHS trusts and health 1200 
authorities, particularly simplifying the contracting process; 
@ number of central returns required by the Department of trusts and health 


ae 900 
authorities. 
4.112 Over half of the recommendations are expected to be implemented by 600 
the end of 1997. 
NHS Supplies ~ 
4.113 |In 1995-96 the NHS Supplies Authority met or exceeded all the savings 
and efficiency targets set. Purchasing savings amounted to £86.7 million — 0 
almost £2 million above target — and operating costs were reduced by more than 1995-96 outturn 1996-97 plan 1997-98 plan 


£1.5 million from the previous year. Productivity in purchasing, measured by the 
ratio of savings to staff deployed increased from £108,000 per full-time 
employee in 1992-93 to £204,000 in 1995-96. Substantial progress was made in Rade ee eA ‘ ret 
this area in the first full year of the Authority's operation (1993-94), since when pon aaa i ops abba toilet ordi 
productivity gains have continued to grow, though at a slower pace (see: Figure £000 250 

4.18). 
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4.114 NHS Supplies have made further significant changes to their organisational 
structure in 1996-97, planning to replace their six geographical operating 
divisions with three new business divisions (purchasing, customer services and 
Wholesaling), thereby streamlining services and reducing costs still further. More 
information on the Authority is included in annex H, paragraphs H.40 et seq. 
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Clinical Negligence 

4.115 The NHS Litigation Authority, a Special Health Authority, has been set up to 
administer the Clinical Negligence Scheme for Trusts (CNST), the Existing Liabilities 
Scheme (ELS) and take over the existing clinical negligence liabilities of former 1992-93 1993-94 1994-95 1995-96 
regional health authorities from April 1996. The CNST, which came into operation 

in April 1995, is a voluntary scheme enabling trusts to pool the costs of clinical 

negligence settlements each year in return for an annual contribution related to 

their turnover and type of clinical work. The ELS, funded by the Department, was 

set up to help meet the costs of liabilities for clinical negligence against health 

authorities and trusts which occurred before April 1995. See paragraphs H.37 to Von aihatirt: Clinical Negligence Costs 

H.39 for further information on the NHS Litigation Authority. £000 200 
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Savings per whole-time equivalent staff 


4.116 Effective claims handling policies and following best practice can help 
reduce the cost of litigation. The NHS Executive announced in April 1996429 a 150 
substantial increase in the delegated limit for out-of-court settlements of clinical 


negligence and personal injury from £5,000 to £1 million. 
100 
4.117 A pilot mediation scheme was launched in the Anglia & Oxford and 


Northern & Yorkshire regions in April 1995. The aim is to find out how far 

alternative dispute resolution, such as mediation, can help provide a more 50 
humane and cost-effective alternative to litigation in settling claims. The pilot 
will run until the end of 1997 and be properly evaluated before any decision is 
taken about the future of mediation across the NHS as a whole. eee caT Atte tcnsag canal Po tca Se 
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Percentage of GPs reaching the target 


Figure 4.20: Childhood Immunisation and Cervical Cytology 
Targets, October 1996 
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FHS Performance in Each Service Area 


4.118 Summary performance data are shown in tables 4.15 to 4.18. The 
largest elements of the FHS are the cost of prescribed drugs, and the pay and 
expenses of family doctors and dentists who provide care as independent 
contractors. A large part of family doctors’ and dentists’ expenses is made up of 
the pay of practice support staff such as nurses and receptionists. For example, 
GPs have been funded for additional staff to improve the effectiveness and 
range of care provided by practice teams. In addition, many conditions can now 
be treated in the community rather than in hospital, either by primary care 
teams led by the patient's GP or by new drug therapies. This means that 
although the remuneration systems are designed to encourage efficiency, 
(generally by seeking to encourage contractors to keep their expenses below 
average), costs per contractor have risen in real terms over the longer term, as 
more health care is delivered in the primary setting by more staff. Future 
developments in primary care are discussed in paragraphs 4.159 to 4.170. 


General Medical Services 


GP Numbers 

4.119 GP numbers continue to grow overall, as can be seen in table 4.15. In 
spite of the fall in numbers of GP registrars, there are still enough vocationally 
trained doctors to sustain current GP numbers, and the Department is looking 
at ways of improving the situation. The increase in women GPs continues — over 
30 per cent of the workforce is now female. This increase is popular with 
patients and enhances the profession. The Department is working to ensure 
that career opportunities are flexible, and that becoming a GP remains an 
attractive option to doctors. 


Target Payments 

4.120 GPs make a substantial contribution to the health of the population by 
achieving high targets for vaccination against childhood illnesses and for 
cervical cytology to detect cervical cancer. The success of these programmes 
have resulted in the incidence of childhood diseases being at their lowest level 
ever and a reduction in the number of deaths from cervical cancer. 

(See figure 4.20). 


4.121 Asecond dose of measles, mumps and rubella vaccination was 
introduced from October 1996 and this will be incorporated into the target 
payment scheme in 1999. Further details about immunisation programmes are 
at paragraphs 3.70 et seq. 


Effectiveness 

4.122 Asignificant programme of work is underway nationally and locally 
within the NHS to assemble and disseminate information on clinical effectiveness 
in primary care, and to seek to ensure that it is used. Further support will come 
from the review of continuing professional development, development with the 
Royal College of General Practitioners (RCGP) of further tools to support the 
implementation of clinical effectiveness information and making available 
relevant information at the time of consultation, as announced in ‘Primary Care: 
Delivering the Future’. In discussion with health authorities and primary care : 
professionals, indicators to help health authorities improve their management 
support for people working in primary care are being developed. 
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Table 4.15: Key Statistics on General Medical Services 1985-86 to 1 995-96 


1985-86 1994-95 
to to 
1985-86 1991-92 1992-93 1993-94 1994-95 1995-96 1995-96 1995-96 


Staffing 

Number of General Medical Practitioners 24,035 25,686 25,968 26,289 26,567 26,702 11.1% 0.5% 
Number of GP practice staff (WTE) 27,394 48,731 51,020 53,952 51,833 59,254 116.3% 14.3% 
Number of WTE practice nurses 2,211 8,776 9,121 9,605 9,099 9,745 340.8% 7.1% 
(included in GP practice staff) . 

Organisation 

Number of practices n/a 9,128 9,101 9,142 9,100 9,062 n/a -0.4% 
Average list size at 1 October each year 2,068 1,947 1,922 1,902 1,900 1,887 -8.8% -0.7% 
Consultations 

Total number of consultations (millions) 233.70 255.20 273.10 301.90 268.40 305.40 30.7% 13.8% 
Total number of consultations per GMP 8,120 8,310 8,790 9,600 8,450 9,560 17.7% 13.1% 


Expenditure 
Total General Medical Services (£000s) 


- Cash limited n/a 576 638 650 698 747 - 7.0% 
- Non cash limited 1,063 1,658 1,768 1,840 1,902 1,965 3.3% 
- Total 1,063 2,234 2,406 2,490 2,600 Fay fi Ws 157.8% 4.3% 
General Medical Services per GMP (£ cash) 44,227 86,973 92,652 94,716 97,865 102,614 132.0% 4.9% 
Real terms 1995-96 prices (£) 70,339 97,218 99,388 98,741 100,243 102,614 45.8% 2.4% 


Cash limited expenditure per GMP included 


in gross expenditure above (£) na 22,425 24,569 24,725 26,273 29,024 n/a 10.5% 
Real terms 1995-96 prices (£) n/a 25,066 26,355 25,776 26,912 29,024 na 7.8% 
Real terms expenditure per consultation (1995-96 prices) n/a 9.59 10.19 10.38 9.69 8.97 n/a -4.8% 


Cash limited expenditure per patient on list 
included in gross expenditure per patient (£ cash) n/a 15 12.8 pe: 13.8 15.4 n/a 11.6% 


1 Cash limited expenditure commenced 1990-91. 
2 All cash information taken from Appropriation Accounts. 

3 Practice staff numbers are whole time equivalents. (WTEs) 

4 Consultations data are taken from the General Household Survey. 

5 All GP fundholding IT cost excluded from GMS cash limited. 

6 Decrease in GP practice staff (WTE) in 1994/95 due to under reporting, primarily by GP fundholders. 
7 GMS cash-limited figure for 1985-86 includes some expenditure that was subsequently cash-limited. 


Health Authority/GP Links 

4.123 Electronic Links between GPs and health authorities have been developed 
and are currently being implemented. The aim is to replace the paper based flows 
of information with electronic data interchange. The NHS Executive Board has set 
targets for health authorities to achieve implementation. The targets set for 1996- 
97 are that each health authority should have implemented Registration Links (to 
notify them of new patient registrations, amendments and deletions) in 100 per 
cent of computerised practices and to have implemented 80 per cent Items of 
Service Links (to assist with GP claims for payment) in those.same practices. The 
proven benefits are speedier claims processing, faster transfer of medical records 
(in line with Patient Charter standards); reduced clerical effort in General Practices; 
and reduction in staff at health authorities, thus enabling management costs 
reductions to be achieved, less paper and paperwork and clear audit trails from 
the point of health care delivery to the payment for the service. 
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Pharmaceutical Services 

4.124 These services, mainly provided by community pharmacies, consist primarily of 
the supply to patients of drugs and listed appliances prescribed by general 
practitioners. The ‘drugs bill’ accounts for over 80 per cent of the gross cost of the 
services. Fees to contractors for dispensing prescriptions and to doctors for personally 
administering some drugs (such as flu jabs) make up most of the remainder. Income 
from prescription charges collected from patients is offset against these costs. 


Drugs Bill 
Figure 4.21: FHS Drugs Bill — Percentage Growth (Cash) 4.125 The drugs bill is the cash amount paid to contractors (mainly 
1985-86 to 1995-96 pharmacists) for drugs, medicines and certain listed appliances which have been 
prescribed by GPs, less PPRS receipts (see paragraph 4.129). In 1996-97 the 
8 drugs bill is expected to increase by under 6 per cent in real terms. This 
compares with real-terms increases of 6.9 per cent in 1995-96 and 5.8 per cent 
12 averaged over the last 10 years. The number of prescriptions dispensed 
increased by 3.7 per cent in 1995-96. The gross cost of each prescription 
9 dispensed (which includes the dispensing fee) rose by 0.9 per cent, after 
inflation, in 1995-96 to £8.69. 


% growth 


4.126 Further action to keep the drugs bill at sustainable levels is in hand; to 
ensure that prescribing is clinically and cost effective and that all patients get 
the medicines they need. More details of these initiatives can be found in the 
following paragraphs. Figures 4.21 and 4.22 show the growth in the drugs bill 


: over the last decade, in cash terms. 


1985-86 1987-88 1989-90 1991-92 1993-94 1995-96 


Growth figures for 1995-96 calculated after adjusting outturn Cost-Effective Prescribing 


By 5 RSD NG cOiRae) Ar ncanster ot Avert Uinigs tC 4.127 Efforts to promote and support rational GP prescribing have continued 


through a comprehensive programme of work. Measures taken include: 


@ The Department is supporting a major research project (PRODIGY) to test the 
acceptability of decision support to GPs and their patients and to assess its 

fbn 3.5 potential to improve the quality and cost-effectiveness of GP prescribing. 
Interim results have already been published4.2© and final results are expected 
in autumn 1997. 

@ Two new units have been set up: the National Prescribing Centre (NPC) to 
provide co-ordinated advice and support for medical and pharmaceutical 
advisers; and the Prescribing Support Unit (PSU) to provide analysis on 
prescribing information. 

@ The methodology used to allocate funds to health authorities to support GP 
prescribing has been further enhanced. 

® GP fundholders have demonstrated that growth in prescribing costs can be 
contained. From April 1997, fundholders are expected to cover some 58 per 
cent of the population. In the first five years of the scheme, the cumulative 
growth in their prescribing costs has been about 6 per cent lower than that of 
other GPs. 

@ The number of non-fundholding GP practices participating successfully in 
practice-based prescribing incentive schemes trebled from around 500 to 
1,500 in 1995-96. The successful practices helped to save about £30 million 
on their prescribing costs, thereby qualifying to receive about £8 million to 
spend on improving patient services. 

@ The rate of generic prescribing has increased from 44 per cent in 1992-93 to 
56 per cent in 1995-96. 

@ 17 local projects to examine the contribution community pharmacists can 
make to improving the quality and cost-effectiveness of GP prescribing have 


Figure 4.22: FHS Drugs Bill Cash 1985-86 to 1995-96 
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been set up, funded by the Department. Reports show promising results 
from initiatives such as the introduction of a pharmacist into a GP practice, to 
aid prescribing decision-making. 


Nurse Prescribing 

4.128 Under legislation introduced in October 19944:27, appropriately qualified 
nurses in eight GP fundholding demonstration sites are able to prescribe from a 
limited list of medicines and wound management products. The aim of this 
initiative is to ensure patients receive more convenient and better targeted care 
in the community and have their necessary medicines and dressings prescribed 
through health professionals whom they see on a day-to-day basis. From April 
1996, the scheme was extended to cover a whole community trust, providing 
the opportunity to test the scheme across 62 general practices, involving 
approximately 150 nurses. Preparations are in hand for extension to a further 
seven whole-district sites in April 1997, with a view to national implementation 
in the following year. 


The Pharmaceutical Price Regulation Scheme (PPRS) 

4.129 The Pharmaceutical Price Regulation Scheme (PPRS) is a voluntary agreement 
between Government and the pharmaceutical industry which controls the profits 
pharmaceutical companies make from the sales of branded pharmaceuticals to the 
NHS. The present agreement runs to 1998. Its objectives are to: 


® secure the provision of safe and effective medicines to the NHS at reasonable 
prices, helping to ensure that the NHS pays no more than necessary for 
prescribed medicines; 

2 promote a strong and profitable pharmaceutical industry in the United 
Kingdom capable of such sustained research and development expenditure 
as should lead to the future availability of new and improved medicines; 

¢ encourage in the United Kingdom the efficient and competitive development 
and supply of medicines to pharmaceutical markets in this and other countries. 


4.130 In May 1996, the Department submitted a report to Parliament*-28, 
which gave details of the principles and operation of the PPRS, and of the 
context in which it is applied. 


Prescription Fraud 
4.131 In November 1996, the Department announced an efficiency scrutiny: 


® to assess the scale of incorrect claims for exemption from prescription 
charges and the scale of fraud and irregularity by contractors who issue or 
dispense NHS prescriptions; 

® to review the measures currently taken to tackle these issues; 

@ to recommend any new measures to prevent and detect fraud. 

The scrutiny is due to report its findings at the end of March 1997. 


Dispensing Costs 

4.132 Table 4.16 gives information on the level of activity and on the gross cost 
of the pharmaceutical services per prescription, broken down to show the drug 
and dispensing costs separately. It shows that the downward trend in the average 
cost of dispensing prescriptions has continued with a reduction of 2 per cent in 
real terms since 1994-95. See figure 4.23. The dispensing cost per prescription 
has fallen by 20 per cent in real terms since its high point in 1986-87. Some 90 per 
cent of all prescriptions are dispensed by community pharmacies. 
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Figure 4.23: Cost of Dispensing Prescriptions 1985-86 to 1995-96 


1985-86 1987-88 1989-90 1991-92 1993-94 1995-96 


Table 4.16: Family Health Services — Key Statistics on Pharmaceutical Services 


% % 
change change 
1985-86 1994-95 


to to 
1985-86 1991-92 1992-93, 1993-94 1994-95 — 1995-96 1995-96 1995-96 
Pharmaceutical Services! 
Prescriptions (thousand)2 341,411 415,373 432,366 455,318 467,793 484,937 42.0 ean 
Number of contracting pharmacies? 4 9,499 9,765 9,763 9,766 9,771 9,787 3.0 0.2 
Average number of prescriptions dispensed by 
pharmacy and appliance contractors 31,467 37,782 39,248 41,290 42,380 43,996 39.8 3.8 
Cost of pharmaceutical services 
per prescription (1995-96 prices£) 2 9: 
Gross 13 7.91 8.21 8.37 8.61 8.69 12.4 0.9 
Drug 5.95 6.28 6.58 6.82 ie 7.23 215 1.5 
Dispensing 1.78 1.63 1.63 195 1.49 1.46 -18.0 -2.0 
Cost of drugs and appliances 
in real terms (1995-96 
prices) (£m) 2 © 2,028 2,590 2,833 3,076 3,309 3,498 Tae 5.78 
Percentage of prescriptions 
chargeable 7 PASTS) 20.0 19.0 17.9 Ws 16.2 -35.5 -6.4 


1 Pharmaceutical services are mainly the supply of proper and sufficient drugs, medicines and listed appliances which 

are prescribed by general practitioners. 

2 Numbers relate to prescription fees; figures include prescriptions dispensed by chemists, appliance contractors, 
dispensing doctors and personal administration. 

3 Excludes appliance contractors and dispensing doctors. 

4 From 1991-92 figures are shown as at 31 March (eg, 1991-92 is number as at 31 March 1992). Figures for earlier 
years refer to 31 December. 

5 Gross pharmaceutical expenditure is total payments (drug costs and dispensing fees) to contractors less recoveries from 
health authorities and the Ministry of Defence (in respect of hospital and armed forces prescriptions dispensed in the community) 
and excluding refunds of charges. 

6 Includes receipts under the Pharmaceutical Price Regulation Scheme. 

7 Chargeable prescriptions based on a calendar year and include items dispensed to holders of prescription prepayment 
certificates. Percentages are calculated on prescriptions dispensed by community pharmacists and appliance contractors. 
8 6.9% after adjustment for the transfer of costs (ca £40m) of high cost drugs to HCHS. 


Community Pharmacy 

4.133 The Department remains fully committed to developing the professional 

ee as role of community pharmacists where it can be shown that it is cost-effective to 
do so. The Department has funded a number of initiatives aimed at raising 

Eee] Real terms (1995-96) standards within pharmacies and making fuller use of pharmacists’ skills. These 
include the development of a comprehensive programme of continuing 
education and training and a number of pharmacy audit initiatives to facilitate 
community pharmacists’ participation in clinical audit. 


4.134 For the last two years, the Department has made project funds available 
to test the value of wider involvement by community pharmacists in areas of 
primary care. During 1995-96, the Department made available about £1 million 
for local projects to examine the contribution community pharmacists can make 
to improving the quality and cost-effectiveness of GP prescribing. A further 
£750,000 is being used during 1996-97 for projects on repeat and instalment 


dispensing, extended adherence support and pharmaceutical care for particular 
patient groups. 


a 


4.135 At the local level, a large number of health authorities and social service 
departments have involved pharmacists in a wide range of service 
developments. These include participation in health promotion campaigns and 
domiciliary visits. The Department intends to build on these initiatives through 
the development of locally contracted pharmacy services. 


4.136 In 1995, the Department introduced local budgets for selected 
pharmaceutical services. Health authorities are now responsible for managing 
payments for pharmaceutical advice to residential and nursing homes, out of 
hours dispensing services and (since October 1996) the domiciliary oxygen 
service to meet local requirements and need. Changes in the NHS terms of 
service for pharmacy contractors in 1996 include the introduction of the new 
local resolution complaints procedure for patients. The aim of the new system is 
to try to resolve most complaints at pharmacy level. Other changes such as 
stating a time when prescriptions are ready for collection and setting 
professional standards will encourage good use of pharmacists’ skills and 
improve the service to patients. 


General Dental Services 


Reforms 

4.137 In June 1996 the Government announced agreement with the 
profession on a package of reforms designed to improve patient services, 
provide stability and security for dentists, and lay a firm foundation for future 
work. The reforms involved three main components: 


@ From September 1996, dentists received payment for individual child 
treatments in addition to the previously established capitation payments. 
This will ensure that improvements in child dental health continue, by 
relating payments more closely to disease levels in the children treated. 

@ From September 1996, the registration period for both children and adults 
was harmonised to provide a period of continuing dental care for 15 months 
following each course of treatment. This will streamline administrative 
procedures and improve value for money by focusing payments on those 
patients receiving active care. 

@ From December 1996, more rigorous prior approval was introduced. All 
treatment necessary to secure and maintain oral health is, and will remain, 
available. Criteria based on clinical effectiveness will be developed to ensure 
the best use of existing resources. A joint Working Party between the Health 
Departments and the profession will develop these proposals further. 


4.138 The Minister for Health was also able to announce that in view of the 
profession's agreement on these proposals, the Government had agreed a 
waiver of overpayments that had remained outstanding from the former 
remuneration system. As a consequence the General Dental Services 
Committee announced the end of the dental dispute declared in 1992. 


4.139 For the longer term, the Government has confirmed its intention to pilot 
and evaluate systems of local commissioning between health authorities and 
dental practices by including the necessary legislative powers in the Primary 
Care Bill published in November 1996. 


4.140 The Government set up an Access Fund in 1996-97 from which selected 
health authorities were allocated a total of £800,000 to explore ways of 
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attracting greater NHS provision in areas where there was evidence of unmet 
demand. In 1997-98 the Government will make available to health authorities 
further funds for selected schemes to improve the availability of General Dental 
Services, building on the experience of the Access Fund. 


4.141 Overall, the number of courses of treatment for adults and the average 
number per dentist have grown over the last 10 years by 16 per cent and 4 per 
cent respectively, although these measures are subject to significant variations 
from one year to the next. The average numbers of children registered with a 
dentist grew between 1991-92 and 1992-93 by about a quarter, although this 
was still within the ‘start-up’ phase because formal registration was only 
introduced in October 1990. Child registrations per dentist increased by a 
further 1.7 per cent in 1993, but fell by 1 per cent in 1994 and by 1.5 per cent 
in 1995. This small reduction may be due to action at the Dental Practice Board 
to improve screening to eliminate duplicate registrations. The average cost of an 
adult course of treatment decreased by 2.3 per cent in real terms in 1995-96 
compared with 1994-95; the cost when compared to 1985-86 was down by 
4.8 per cent. See table 4.17. 
Table 4.17: Family Health Services - Key Statistics on General Dental Services 
% % 
change change 


1985-86 1991-92 1992-93 1993-94 1994-95 1995-96 1985-86 1994-95 


General Dental Services! to to 
Peta Bees ' _— etd = a i nas ee Sr, ee = 1995-96 1995-96 

Adult courses of treatment (thousands) 21,338 24 273 25,141 24,848 24,913 24,752 16.0 -0.6 
Adult courses of treatment per GDP2 1,488 Sit 1,631 1575 1,568 1 S52 4.3 -1.0 
Children registered into capitation (thousands)? 4 - 5,795 7,103 7,396 7,367 7,292 - -1.0 
Children registered per GDP4 5 - 375 461 469 464 457 - -1.5 
Average gross cost of adult courses of treatment 

in real terms (1995-96 prices) (£)6 n : 39.44 44.49 41.95 S712 2 Saas eee _-4.8 -2.3 


1 General Dental Services are the care and treatment provided by independent high street dentists who provide services under arrangements made with local Health 
Authorities. 

2 Includes principals, assistants and vocational trainees at 30 September. 

3 Number of children registered as at 30 September. Capitation registrations only began with the introduction of the new dental contract from 1 October 1990. 

4 Since May 1994 the Dental Practice Board has improved procedures for eliminating duplicate registrations. This may have produced a downward pressure on the levels 
of registration after this period. 


5 Average number of children registered per dentist, including principals and assistants at 30 September, although patient registrations are formally attributed to 
principals only. 


6 From 1991-92 onwards, costs are based on item of service fees payable and adult continuing care payments. For 1985-86, the cost covers item of service fees only and 
is for the 1985 calendar year. 


General Ophthalmic Services 


4.142 General ophthalmic services underwent substantial change in April 1989, 
when NHS sight tests were restricted to certain priority groups, that is, children, 
students aged under 19 in full-time education, adults on low incomes and those 
with certain special medical needs. Meaningful comparisons are therefore only 
possible between 1990-91 and 1995-96, over which period there were rises of 
57 per cent in both the number of sight tests paid for and vouchers reimbursed, 
reflecting both a recent growth in the number of people eligible for NHS sight 
tests and higher take-up. Growth in both the number of sight tests and vouchers 
between 1994-95 and 1995-96 was 2 per cent. See table 4.18. 


Table 4.18: Key Statistics on General Ophthalmic Services 


1985-86 1991-92 1992-93 
General Ophthalmic Services E ae A Bl a eee 
Number of NHS sight tests! 10,246 4,979 5,528 
2,844 3,185 


Number of vouchers2 4 
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Thousands and percentages 


% change %change 
1985-86 to 1994-95 to 
1993-94 1994-95 1995-96 1995-96 1995-96 
5,935 6,383 6,512 3 2.0 
3,485 3,741 3,815 - 2.0 


1 NHS sight tests were restricted to certain priority groups from 1 April 1989. Figures show number of sight test payments made in the year. 


2 Vouchers were introduced to help certain priority groups with the provision of glasses from 1 July 1986. Figures show number of vouchers reimbursed to practitioners 


in the year, including payments for complex appliances. 


3 Comparison between 1995-96 and 1985-86 is potentially misleading because of the changes in eligibility for sight tests as described in footnote 1 above. 


Future Plans 
The Longer-Term Strategy for the NHS 


A Service with Ambitions 

4.143 A White Paper on the future of the NHS, The National Health Service: A 
Service with Ambitions+.4 was published in November 1996. The aim of the 
White Paper was to reaffirm the Government's commitment to the NHS on the 
basis of three founding principles — a service which is universal in its reach, 
available to anyone who wishes to use it; high quality, applying the latest 
knowledge and the highest professional standards; and available on the basis of 
Clinical need, without regard for the patient's ability to pay. It also made explicit 
that the Government believes the NHS must be responsive, and sensitive to the 
needs and wishes of patients and carers. 


4.144 The White Paper focused on the NHS and the delivery of services, and 
was intended to sit alongside The Health of the Nation3.! and Caring for 
People4.', as the third part of an overall health and health care strategy. The 
purpose was to give a clear sense of direction for the NHS, and to offer a 
coherent context for other national policies and developments. The principles it 
contained have been reflected in other policy statements such as the Chief 
Medical Officer's report on Developing Emergency Services in the 
Community4.'5, Primary Care: Delivering the Future*-© and Developing 
Partnerships in Mental Health+:’. 


4.145 A Service with Ambitions also considered the pressures that the NHS will 
face in the future, such as demographic change, medical and scientific 
advances, and public expectations. It discussed how these pressures can be 
managed, through an increased emphasis on clinical and cost-effectiveness; 
through responsible and thorough priority-setting; and through the 
Government's commitment to increases in funding in real terms. It concluded 
that these pressures were not insurmountable. 


4.146 The ambition set out in the White Paper is for a high-quality, integrated 
health service which is organised and run around the health needs of individual 
patients, rather than the convenience of the system or institution. An NHS 
which, where appropriate, brings services to people, balancing, for each 
individual, the desire to provide care at home or in the local community with the 
need to provide care which is safe, high quality and cost effective. 
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4.147 This is an NHS which offers everyone: 


@ help to maintain as much independence as possible; 

@ the security of knowing that health care will be there where and when it is 
needed; 

@ the information necessary to understand and take part in decisions about 
health; 

@ the care they need without being passed from pillar to post; 

@ the safest and most effective care and treatment by expert staff. 


4.148 Five strategic objectives were identified for the NHS to work towards. 
These were for: a well-informed public; a seamless service, working across 
boundaries; knowledge-based decision-making; a highly trained and skilled 
workforce; and a responsive and flexible service. 


4.149 A Service With Ambitions stressed the importance of local strategic 
planning in line with the objectives set out, but also recognised that there were 
some issues which needed to be tackled at a national level. 


4.150 It launched three programmes of work covering: 


@ the use of information in the NHS, led by John Horam MP, Parliamentary 
Under Secretary of State and supported by Ken Jarrold, the NHS Executive's 
Director of Human and Corporate Resources, and Frank Burns, the Chief 
Executive of Wirral Hospital Trust; 

@ the development of skilled staff, led by Professor Howard Newby, Vice- 
Chancellor of Southampton University, and supported by Barbara Stocking, 
the NHS Executive's Director of the Anglia and Oxford Region; 

@ managing for quality, led by the Chief Medical Officer and the Chief Nursing 
Officer, and working with Chris Howgrave-Graham, the Chief Executive of 
Coventry Health Authority. 


4.151 These programmes will be seeking views across and beyond the NHS 
and distilling the views, experience, and insights of all of those who put 
suggestions to them. The emphasis will be on refining and improving existing 
policies; ensuring that these policies fit within a coherent strategy and 
overcoming practical obstacles to progress. 


4.152 Three seminars were held in December 1996 to launch these work 
programmes. Representatives from the professions, from NHS management, 
from patient groups, and from higher education met the work programme 
leaders, advised on the process of consultation, and helped to identify some of 
the key issues which the work programmes will tackle. 


4.153 The strategic objectives described in the White Paper are linked to the 
medium-term priorities set out in the Priorities and Planning Guidance for the 
NHS?4, progress on which is described later in this chapter. 


Health of the Nation and the NHS 

4.154 The objective of health policy is not simply to deliver health care, but to 
improve the health of the nation. The Government set out clear priorities for 
improving health in its White Paper The Health of the Nation3-1. Overall progress 
on Health of the Nation is reported in chapter 3, paragraphs 3.9 et seq, and 
this chapter focuses on the NHS contribution. The strategy has an increasing 


influence on health authorities’ plans to purchase services to meet the health-care 
needs of local people, and in defining its public health activities. The work of 
health authorities, hospital and community units, and primary care teams ensures 
that commitments made in corporate contracts are underpinned by local action. 


4.155 Aperformance management framework4:29 for Health of the Nation 
was distributed to all health authorities and regional offices in September 1996, 
with the aim of integrating the Health of the Nation more closely into the 
general management of the service. The NHS has made a positive contribution 
to this development of the framework and will be using it for self-audit 
purposes as well as for a more formal review of progress on Health of the 
Nation with regional offices. Effective surveillance and control of communicable 
disease delivered through the NHS remains an important contribution to 
ensuring a healthier nation. A robust public health function within the NHS and 
the NHS Executive has been crucial to delivering better health through 
communicable disease control and a rigorous approach to non-infectious 
hazards. NHS Executive Headquarters along with Regional Directors of Public 
Health have made a vital contribution here. 


Priorities and Planning Guidance 1997-98: the Medium- 
Term Priorities 


4.156 All parts of the NHS are expected to meet baseline requirements and 
objectives by virtue of being part of the NHS: progress towards Health of the 
Nation targets; protection of the Public Health; adequate provision for 
emergency care; Patient's Charter standards and guarantees; waiting times 
targets and guarantees; finance and efficiency targets; sustained improvement 
in communications and harnessing the full potential of information technology. 


4.157 The medium-term priorities are the most important national priorities for 
further development that the Secretary of State has set for 1997-98 and the 
years ahead: 


@ Work towards the development of a Primary Care Led NHS, in which 
decisions about the purchasing and provision of health care are taken as 
close to patients as possible. 

$ In partnership with local authorities, GPs and service providers, including the 
non-statutory sector, to review and maintain progress on the effective 
purchasing and provision of comprehensive mental health services to enable 
people with mental illness to receive effective care and treatment in the most 
appropriate setting in accordance with their needs. 

@ Improve the clinical and cost-effectiveness of services throughout the NHS 
and thereby secure the greatest health gain from the resources available, 
through supporting research and development and formulating decisions on 
the basis of appropriate evidence about clinical effectiveness. 

® Give greater voice and influence to users of NHS services and their carers in 
their own care, the development and definition of standards set for NHS 
services locally and the development of NHS policy both locally and nationally. 

® Ensure, in collaboration with local authorities and other organisations, that 
integrated services are in place to meet needs for continuing health care for 
elderly, disabled, vulnerable people and children which allow them, wherever 
practical, to be supported in the most appropriate available setting. 
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@ Develop NHS organisations as good employers with particular reference to 
workforce planning, education and training, employment policy and practice, the 
development of teamwork, reward systems, staff utilisation and staff welfare. 


4.158 These objectives were reflected in the Priorities and Planning Guidance _ 
for 1997-98, issued to the NHS in June 1996. The following paragraphs report | 
on recent progress and future plans under each priority. : 


Work towards the development of a Primary Care Led 
NHS, in which decisions about the purchasing and 
provision of health care are taken as close to patients as 
possible 


Primary Care White Papers and the National Health Service (Primary 
Care) Bill 

4.159 In October 1995, the Secretary of State launched a debate on the future 
of primary care. As the initial stage of this a wide-ranging ‘listening programme’ 
took place between January and the end of March 1996. 


4.160 The report Primary Care: The Future*-3°, published in June 1996, 
brought together the views of a broad range of participants in primary care and 
established a clear general understanding of what range, shape and 
characteristics of services patients might receive in the future. The report set out 
the principles underpinning primary care and identified how these principles 
might be taken forward in an agenda for action on the development of primary 
care services. 


4.161 Following publication of Primary Care: The Future, there was further 
widespread discussion on the substance of the report, in particular the Minister 
for Health carried forward ‘the agenda -setting round’. This phase of the debate 
confirmed the general conclusions of the report and explored the options for 
developing the legal, financial and organisational frameworks underpinning 
primary care. In particular it underlined the need to find ways to deliver the 
flexibilities in service delivery which had gained general support. 


4.162 A White Paper Choice and Opportunity+5 published in October 1996, 
brought together the first strand of proposals to address the impetus for 
change which had been identified. It set out proposals for legislation to enable 
new approaches for contracting for medical and dental general practice to be 
piloted and evaluated. 


4.163 Participation in pilot schemes was to be voluntary, with individual 
practices to decide whether they wanted to take part. The aim of the legislation 
was to encourage local doctors, dentists and other health-care professionals to 
develop and put forward their own ideas on different contractual arrangements 
which would better suit their circumstances and better serve local needs. This 
was seen as opening up new opportunities for improving services, dealing with 
long-standing problems, and introducing more flexible career structures to meet 
the needs of a changing workforce. It was also proposed to provide the 
opportunity within legislative change for existing general medical services to be 
developed in areas of mutual agreement between health authorities and GPs. 


4.164 Choice and Opportunity outlined legislative proposals for introducing 
greater local flexibility in the provision of pharmaceutical and optometry 
services. It also proposed legislation to change the system for appointing GPs to 
reflect the recommendations made in Maintaining Medical Excellence+3'. The 
aim of these proposals was to improve the quality of GPs selected and to 
streamline any inherent bureaucracies in the appointment process and improve 
its efficiency. Following a positive reception of the White Paper, legislation was 
prepared and introduced to the House of Lords in November 1996. At the time 
of writing, the NHS Primary Care Bill4-32 is making progress through Parliament. 


4.165 Asecond White Paper Primary Care: Delivering the Future*+© published in 
December 1996 addressed the second strand emerging from the debate on 
primary care development. It set out practical proposals to improve further the 
quality and accessibility of primary care services, and the development and career 
opportunities for the professionals who work in them. The White Paper identifies 
areas for primary care development which can be addressed by non-legislative 
routes and by national and local action tailored to meet local requirements. 


4.166 The prime development areas considered are in the distribution and use 
of resources; developing partnerships in care; developing professional 
knowledge; securing the workforce and premises; better organisation; patient 
and carer involvement and choice. The White Paper draws together both short- 
term practical measures and longer-term strategic directions to deliver the 
developments signalled in the debate on the future of primary care. 


4.167 Three areas of work contributing to the development of the Primary 
Care Led NHS have made significant progress during this year and will continue 
to be taken forward in future years: 


Strengthening the influence of primary care over the wider NHS — mainly 
through the expansion of GP fundholding (including the introduction of 
community fundholding and total purchasing pilots going live), 53 per cent 
of GPs are now fundholders. However, it is important that all GPs, and as 
appropriate, other FHS contractors — general dental practitioners, community 
pharmacists and optometrists — are involved in the planning and purchasing 
of local services. 

®@ Developing primary care itself — the main theme of the White Papers. 

® Strengthening relationships — Primary Care Led NHS is about making sure the 
whole system works together effectively. This means mature relationships 
between GPs, other FHS contractors, health authorities, NHS trusts and 
Social Services Departments. 


4.168 Health authorities continue to have a central role in working with 
primary care professionals to develop and support a Primary Care Led NHS. 


General Dental Services 


Piloting Locally Commissioned Personal Dental Services 

4.169 The dental profession is committed to working with the Department 
towards the development of a Primary Care Led dental service. Systems of 
locally commissioned primary care dental services, Personal Dental Services, will 
be piloted and evaluated around the United Kingdom, subject to Parliamentary 
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approval of the necessary primary legislation. This would allow dentists, 
working with health authorities, to develop flexible, improved services in 
response to local needs, by exploring flexible local contracts instead of current 
national arrangements. Participation would be voluntary and subject to 
Secretary of State for Health's approval. The existing system of remuneration for 
the general dental services (GDS) would remain for those dentists who wish to 
work under it and those dentists who participate in a pilot scheme would be 
able to return to the GDS. 


4.170 Itis anticipated that the first pilot schemes would be launched in April 
1998, subject to Parliamentary approval. During the lead up to this, the 
Department will be working closely with the dental profession, health 
authorities and other key players through a series of consultation group 
meetings which it will be establishing in the near future, to ensure that key 
issues are addressed prior to the launch of the pilot schemes. All pilots will be 
closely monitored and fully evaluated, before any decision on national 
implementation of alternative systems of commissioning is taken. 


In partnership with local authorities, GPs and service 
providers, including the non-statutory sector, to review 
and maintain progress on the effective purchasing and 
provision of comprehensive mental health services to 


enable people with mental illness to receive effective care 


and treatment in the most appropriate setting in 
accordance with their needs 


4.171 A Green Paper, Developing Partnerships in Mental Health4-7, was 
published in February 1997. It reaffirms the Government's commitment to 
developing full and comprehensive local mental health and social care services, 
delivered in co-ordination with others working in education, training and 
employment, housing, benefits, leisure and the criminal justice system. The 
health and social care needs of people with severe mental illness are often 
complex and they vary over time. Services must therefore be able to anticipate 
changing circumstances and respond quickly to them. 


4.172 The Green Paper therefore reviews the progress which has already been 
made in developing successful partnerships between purchasers of mental 
health and social care services and looks at ways to build on this. 


4.173 Steady progress is being made in developing comprehensive mental 
health services, but a number of health and local authorities experience 
problems in working together, raising concerns about sharing information, 
different employment practices, a lack of organisational flexibility and barriers 
to sharing resources. 


4.174 Some authorities have managed to overcome these barriers and found 
common ground on which to build effective joint working strategies. Key 
features of these successful partnerships include a clear vision of service 
development; effective leadership and personal commitment: formal 
mechanisms for bringing people together and sharing information; and mutual 
understanding of each other's culture, roles, values and constraints. These 
successes support the Government's view that effective partnerships can be 


achieved between different authorities, agencies and individuals, but change 
may be necessary to encourage those who are not making such positive 
progress to adapt quickly and follow the best practice already being delivered in 
some parts of the country. 


4.175 The Green Paper therefore considers the scope for improving the 
following elements of the current structure: 


@ joint planning arrangements, including formal requirements for health and 
local authorities to produce joint mental health and'social care plans; 

® a greater role for NHS trusts in delivering social care; 

@ more integrated management of services including the Care Programme 
Approach and care management; 

targeted funding schemes, for example the Mental Health Challenge Fund and 
the Mental Illness Specific Grant, with opportunities for development work. 


4.176 The Green Paper also sets out four options for structural change which 
relate to services for adults of working age with severe mental illness. All would 
require primary legislation: 


@ Option One: creating new Mental Health and Social Care Authorities to plan 
and purchase mental health and social care services only. 

¢ Option Two: designating either health or local authorities with single 
authority responsibility for planning and purchasing mental health and social 
care services. Health authorities would be the most likely choice. 

® Option Three: establishing a joint health and social care body with a shared 
budget to fund mental health and social care services. 

® Option Four: agreed delegation by health and local authorities of particular 
functions or responsibilities to each other, transferring funds where appropriate. 


4.177 The Government has invited written comments on making the current 
organisational framework more effective and on the options for structural 
change set out in the Green Paper by 9 May 1997. 


Other Plans on Mental Health 

4.178 Alongside the Green Paper, the NHS, in partnership with local authority 
social services departments, continues to tackle a range of other priorities to 
improve services for people with mental illness. The 1995 Review of the 
Purchasing of Mental Health Services by Health Authorities in England found 
that every health authority had a plan to improve mental health services, but at 
least one-third of health authorities would be initiating plans which would 
continue to require service improvements throughout subsequent years. 


4.179 Recent progress on mental health services include: 


@ a 7.7 per cent decrease in the overall suicide rate since the introduction of 
the Health of the Nation strategy; 

@ a package in February 1996 announcing a total of £95 million additional 
revenue available for the further development of mental health services; 

further revenue of £30 million for service development announced in 
November 1996; 

@ the launch of a consultation Patient's Charter booklet on Mental Health 
Services, A Care Programme Approach Audit Pack, the Spectrum of Care 
booklet and a report on 24-Hour Nursed Accommodation; 
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4.180 But further progress is still needed and future priorities include: 


@ Developing the audit of the Care Programme Approach to enable health 


@ Supporting the strategic planning of services to be commissioned for elderly 


@ Addressing the needs of people sleeping rough with mental health 


® Working with the Department of the Environment to encourage 


@ Strengthening and developing the knowledge base of mental health issues 


¢ Developing work to ensure an adequately resourced, trained and motivated 


® Supporting provider units in setting in operation a five-year information 


@ Taking forward the strategy agreed by the Health of the Nation Wider Health 


@ introduction of a new power of Supervised Discharge for mentally ill patients 
who need special support when they leave hospital; 

@ introduction of the new High Security Psychiatric Services Commissioning 

Board in April 1996; 

@ a further increase in medium-secure provision to in excess of 1,250 places by 
the end of December 1996; 

over £900,000 spent during 1996-97 on public information and mental 
health promotion. 

@ the launch of a Target Fund, worth £30.4 million between 1996-97 and 
1998-99, top-sliced from the Mental Illness Specific Grant, to assist the 
development of social care services for severely mentally ill people where such 
services are currently underdeveloped. 


authorities and local authorities to identify any problems of data reporting 
and any inconsistency with Departmental guidance. 


people with mental health problems. 


problems. From 1996-97, funding for the Homeless Mentally Ill Initiative 
(HMII) was nearly doubled, from £2.2 million to £4.2 million a year, with half 
of the extra money being used to develop a further 40 units of high-care 
permanent accommodation in central London, together with extra outreach 
and resettlement workers, and the rest divided between other areas where 
rough sleeping problems have been identified. 


collaborative working at local level between housing authorities and health 
and social services authorities to ensure that the housing needs of mentally ill 
people are given adequate priority in local housing Strategies. 


in primary care, including through regional workshops supporting health 
authorities in improving work at the interface of primary and specialist care. 


workforce, through working with the Royal College of Psychiatrists and 
others on medical workforce issues, and strengthening the ability of 
employers, consortia, purchasers, primary care practitioners and personal 
social services, to address non-medical workforce issues. 


strategy, including reviewing the results of a preliminary study of a clinically 
focused minimum data set for mental health care and building on the main 
Health of the Nation Outcome Scale for general adult mental specialist 
health care, formally adopted during 1996. 


Working Group on suicide prevention, including: reducing access to means; 
increasing public awareness of mental illness and how to cope; targeting 
groups of people at high risk of suicide: service developments in primary and 
secondary health care; educating health and social care professionals about 


the assessment and management of depression; and learning lessons 
through audit. 


Improve the clinical and cost-effectiveness of services 
throughout the NHS and thereby secure the greatest 
health gain from the resources available, through 
supporting research and development and formulating 
decisions on the basis of appropriate evidence about 
clinical effectiveness 


Clinical Effectiveness | 

4.181 The principle of making informed clinical choices that deliver the best 
possible outcomes for patients is now becoming well established following the 
Secretary of State’s launch of the Promoting Clinical Effectiveness booklet4:33 in 
January 1996. Two further publications Clinical Guidelines4.34 and Clinical Audit: 
a Position Statement4.3> have expanded on this theme. The Department's 
commitment to ensuring that clinical practice properly reflects the findings of 
research knowledge is reflected in health authorities’ priorities to encourage 
investment in treatments that have evidence of clinical effectiveness. The NHS 
Executive Board is content that the framework for clinical effectiveness is making 
good progress in its three-strand approach based on regional surveys in 1996: 


inform — a range of effectiveness publications for clinical audiences promote 
the latest best practice; a number of high-quality clinical guidelines are 

‘ brought to the NHS‘s attention; and, the network of national resource 
centres provides educational support. 

@ Change - the National Audit Office supported the role of clinical audit 
programmes in encouraging over 80 per cent of clinicians to review practice; 
local strategies agreed between clinicians and managers are an important 
method of putting more effective practice into action; professional bodies lead 


national projects and encourage members to participate in the change process. 


@ Monitor — NHS Executive regional offices work closely with NHS trusts and 
health authorities as part of their performance development role and are 
piloting a performance development framework for NHS trusts to facilitate 
real improvements in the quality of health care. 


NHS Research and Development Programme 

4.182 |n 1996-97 spending on research funding in the NHS research and 
development national programmes and national activity was approximately £21 
million. Within the national programmes: 


@ By the end of 1996 nearly 400 studies had been funded in areas including 
cardio- vascular disease and stroke, cancer and the interface between primary 
and secondary care. Over 70 studies are expected to report during 1996-97; 


@ The centre-piece of the national programmes is the Health Technology 
Assessment programme, which covers a wide-ranging remit of health 
services and treatment. ; 


@ Two new programmes on asthma management and primary dental care 
have recently been added to these priorities. Each region also undertakes 
programmes of research which can address topics of local priority. 


NATIONAL HEALTH SERVICE 


71 


72 


4.183 Significant progress has been made in introducing a new, dedicated 
funding system for NHS research and development, which will form the basis 
for allocating resources in future years. As part of the development of this new 
funding system an exercise was undertaken to gather information on the cost 
of research and development activity in the NHS. The overall declaration from 
this exercise was £334 million for 1995-96, which reflects the net costs of 
research and development activity in the NHS. 


New Developments in NHS Research and Development Programmes 
4.184 A Central Research and Development Committee (CRDC) standing 
advisory group has been established to investigate, and make recommendations 
about enhancing consumer involvement in all aspects of the NHS research and 
development programme. The CRDC has also established a working group to 
provide advice about how arrangements for service organisation and delivery 
research could be taken forward and how these can be developed in such a way 
as to maintain a coherent and comprehensive overall structure for NHS research 
and development. 


4.185 A new group has also been established to consider the strategic , 
development of research and development for all professional groups in 
primary care. 


Clinical Audit 

4.186 Clinical Audit is an important tool for changing clinical practice and 
improving quality through clinician-led, constructive, developmental review. The 
NHS Executive welcomes the Public Accounts Committee's supportive report4-36 
published in 1996 about Clinical Audit in England, and has responded in a 
positive manner to address its conclusions. 


Clinical Outcomes Group 

4.187 The Executive is working closely with the Royal Colleges and other 
professional bodies to encourage their leading role in future developments in 
clinical audit. The Clinical Outcomes Group (COG) is jointly chaired by the Chief 
Medical Officer and the Chief Nursing Officer and has an advisory role to the 
NHS Executive. The COG has set up a new sub-group to report to it on 
developments in clinical audit. 


4.188 Clinical Audit is now accepted as part of routine clinical practice by the 
majority of clinicians. The NHS Executive will continue to support improvemertts 
in clinical audit, and expects the NHS and professional bodies to develop 
approaches designed to encourage all clinicians to use audit routinely to 
contribute to improving clinical services. 


Health Services Management Centre Study 

4.189 In response to Public Accounts Committee (PAC) concerns, the Executive 
funded a study by the Health Services Management Centre in Birmingham to 
examine the key data requirements of managing and evaluating the benefits 
and costs of an effective national programme of clinical audit in the NHS. The 
results of the study will be shared with health authorities to inform a common 
approach to data collection and clinical audit development. 


| 4.190 Anetwork of recognised national centres is now in place, in order to 

| disseminate audit and effectiveness information. The National Centre for 
Clinical Audit (NCCA) has new leadership, a clear and fresh approach and the 
active support of the leading professional audit champions. It will promote best 
practice gained from local initiatives and experiences in multi-professional audit. 
The NCCA will link up with more established national resource centres like the 
Cochrane Centre in Oxford and the Centre for Reviews and Dissemination at 
York University. The Executive has signalled to the NHS that in order to keep up- 
to-date and promote quality, clinicians need good access to these resources 
through their libraries and support in education and development. 


Other Change Mechanisms 

4.191 Experience has shown that local teams are best placed to make progress 
in improving effective practice. Regional offices will facilitate and support local 
action. Clearly not all organisations will make progress at the same pace, but 
local champions will be encouraged and supported. Clinical effectiveness has 
important links to other strategic policy strands and a major challenge ahead is 
to address these issues in education and training, information technology, 
quality and patient partnership. The Executive will refine its approach to 
prioritising areas in which national effectiveness tools are commissioned, taking 
‘account of resource significance, morbidity, mortality and variation in practice. 
The encouraging early experience of the Promoting Action in Clinical 
Effectiveness (PACE) project, supported through the King’s Fund, is helping to 
inform practical approaches to maximising the available information and skills. 


Clinical Guidelines 


4:192 The NHS Executive brings a limited number of high-quality clinical 
guidelines to the attention of the NHS. It remains the primary responsibility of 
professional bodies to ensure that the latest, appropriate, evidence-based 
guidance is available to and used by its members. The Executive will continue to 
support them in this and other developmental work. Other publications are 
supported by the Executive and are important sources of information about 
Clinical effectiveness, such as Effective Health Care Bulletins, Health Needs 
Assessments and Effectiveness Matters. These will continue to be published and 
focus on key areas of health care. The use of electronic media and decision 
support systems will be harnessed to aid clinical skill and clinical judgement. 


Monitoring Effectiveness 

4.193 NHS Executive regional offices will agree objectives, milestones for 
progress and appropriate resources with health authorities as part of their 

. performance development role. This will enable local clinical effectiveness 

| strategies for NHS trusts and primary care teams to meet local priorities and 
| deliver real improvements in the quality of clinical care. 
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Give greater voice and influence to users of NHS 
services and their carers in their own care, the 
development and definition of standards set for NHS 
services locally and the development of NHS policy both 
locally and nationally 


4.194 The NHS Executive published a document entitled Patient Partnership: 
Building a Collaborative Strategy*3’ in July 1996, the document identified four areas 
which needed to be developed further to ensure that patients had a greater voice 
and influence in issues concerning their own health care and treatment, namely: 


@ production and dissemination of information for health service users and 
their representatives; 

structural, organisational and resourcing requirements for patient partnership 
and involvement including skill development and support for users; 

@ supporting staff among health service professionals and other staff more 
generally about active partnership and user involvement in service development; 

@ research and evaluation of effective mechanisms for patient partnership and 
involvement. 


4.195 A Patient Partnership Co-ordinator has now been appointed to take forward 
parts of the work outlined in the Patient Partnership document, which will include: 


@ Production and Dissemination of Information — the establishment of a 
Health Information Resource Centre. The Resource Centre, which is 
scheduled to open in spring 1997, will encourage and support the 
production and dissemination of emerging good practice, effective 
treatments and outcome information in user friendly format. 

Structural, Organisational and Resourcing — the regional offices of the 
NHS Executive have appointed Regional Patient Partnership heads, who will 
be responsible for monitoring progress within their Region and sharing 
information about new and innovative practice. Also, guidance on lay 
involvement is being developed. 

® Supporting Staff — a national Conference for the NHS and patient 
representative groups is planned for May 1997. The Conference, which will 
be fully funded by the NHS Executive, will include 
demonstrations/workshops from those working on Patient Partnership 
activities, enabling participants to learn and gather ideas on how to develop 
Patient Partnership in their own area of work. 

® Research and evaluation — a national policy research programme into 
effective mechanisms for patient partnership is being considered, and the 
Central Research and Development Committee for the NHS has established a 
standing advisory group on how consumer involvement might be enhanced 
in all stages of the research and development process (see paragraph 4.184). 


4.196 In terms of monitoring progress, work is currently underway with Patient — 
Representatives to develop a Patient Partnership Performance Management 
Framework which can be used to measure the position of the NHS in 
developing responses to Patient Partnership. 


4.197 These messages were further reinforced in the White Paper A Service 
With Ambitions, which set out the Government's commitment to a service 
organised and run around the health needs of individual patients (see 
paragraph 4.143 et seq). Each of the three programmes of work following up 
the White Paper includes strands to improve the voice and influence of patients 
in shaping the health service in the future. 


Ensure, in collaboration with local authorities and other 
organisations, that integrated services are in place to 
meet needs for continuing health care for elderly, 
disabled, vulnerable people and children which allow 
them, wherever practical, to be supported in the most 
appropriate available setting 


4.198 Health authorities, in partnership with local authorities and NHS trusts 
and other providers, implemented new arrangements for continuing health care 
in April 1996. With the basic arrangements in place, the NHS Executive and 
Social Services Inspectorate continue to monitor these new arrangements to 
ensure they remain high on the management agenda and that they meet the 
longer-term objectives of the guidance. 


4.199 Developments for 1997-98 include: 


® The requirement for health authorities to review their eligibility criteria and 
implement any changes in April 1997. In particular, health authorities have 
been asked to focus on specialist equipment and support, respite health 
care, palliative health care, terminal care and eligibility criteria for children’s 
services. Health authorities have also been asked to review and confirm 
spending plans on continuing care for 1997-98, including addressing 
remaining or emerging gaps in services. 

. Focusing on the development of rehabilitation and recovery services after 
acute care. This is seen as a crucial priority for the NHS. The provision of 
rehabilitative services can help to reduce the necessity for long-term care 
placements and enable older people, in particular, to return to their own 
homes rather than move to nursing or residential care homes. 

¢ Continuing to emphasise the greater integration of the continuing care 
agenda with other health and local authority priorities, such as primary care 
and mental health. 

+ Adopting a ‘whole systems approach’ for the development of continuing 
health-care services. In particular, health authorities and local authorities 
need to understand how their resources are used effectively and in a co- 
Ordinated way to support continuing health care. Authorities need to explore 
links and manage pressures between hospital discharge, emergency 
admissions and long-term placements in nursing homes and residential care 
homes and primary care across different user groups. 


4.200 In November 1996, the Department announced an innovative scheme to 
help authorities tackle short-term pressures and medium- and long-term 
development areas. Part of this scheme is a Continuing Care Fund. This is targeted 
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at initiatives that aim to alleviate delays in hospital discharge by avoiding 
inappropriate admissions to acute hospitals, facilitating safe discharge following 
effective rehabilitation and recovery and avoiding unnecessary readmission by 
ensuring the availability of a range of support at home. An extra £16 million was 
allocated to health authorities in 1996-97 and £20 million, matched by investment 
of £40 million from health and/or local authorities will be available in 1997-98. 


Develop NHS organisations as good employers with 
particular reference to workforce planning, education 
and training, employment policy and practice, the 
development of teamwork, reward systems, staff 
utilisation and staff welfare 


4.201 The NHS Executive's medical staffing policies aim to ensure an adequate 
supply of appropriately trained doctors to provide cost-effective, high-quality 
patient care. As table 4.7 indicates, there continues to be steady growth in 
numbers of doctors, with numbers of consultants increasing by an annual 
average of more than 3 per cent during the past decade. 


4.202 Existing workforce planning arrangements are being improved in two main | 
ways: first, NHS employers are taking an increasing role in workforce planning, 
while the Government continues to maintain a strategic overview to ensure that 
there are sufficient doctors and non-medical staff nationally; and, second, the 
NHS Executive is encouraging an integrated approach to workforce planning, 
whereby GPs, hospital doctors and non-medical staff are considered together. 


4.203 During 1996, progress was made on the new approach to medical 
workforce policies, reflecting the roles and responsibilities of trusts and 
purchasers. For example, there was further progress on the New Deal on junior 
doctors' hours and on the implementation of the specialist medical training 
reforms. With reference to the latter, the new Specialist Registrar grade was 
launched successfully. 


Non-Medical Workforce Planning 

4.204 45 non-medical education and training consortia have been established 
across England, varying in size and pace of development in each region. 
Functional since April 1996, consortia bring together representatives of all 
health-care purchasers and providers in a locale to determine the workforce and 
education and training requirements of the local health care services. Consortia 
are beginning to establish mechanisms for workforce planning, financial 
systems and influencing higher education. 


4.205 The NHS Executive remains responsible for determining the non-medical 
education and training levy and setting the national policy framework within 
which the local education and training consortia operate. Consortia are 
emerging as an important forum which will be able to bring a coherent 
approach to investigating, planning and considering the development needs of 
the whole health care workforce. 


Equal Opportunities 

4.206 The Equal Opportunities Unit was created in summer 1996, and 
provides advice and support to Ministers and the Executive Board on equal 
“Opportunities in employment within the NHS, monitoring and reporting on 
progress in policy implementation and on management effectiveness by the 
NHS in this area. The Unit provides leadership in equalities policy development 
-and implementation by guidance, advice and support to local NHS employers 
-and other relevant agencies. 


4.207 Important features of the Unit's work have been the funding of a range 
of activities aimed at increasing the representation of black and ethnic minority 
people and women in positions of influence in the NHS, for example through a 
new initiative to develop women leaders in primary care, and in supporting 
health authorities and trusts in the implementation of measures aimed at 
tackling racial harassment of NHS staff. In a new area of work, the Unit also 
provided guidance to NHS employers on their responsibilities following 
commencement of the Disability Discrimination Act in December 1996. 


4208 The publication of A Service with Ambitions*4 with its objective of a highly 
trained and skilled workforce, capable of delivering a responsive service, sensitive 
to differing needs, provides a framework for the Equal Opportunities Unit to 
Continue to develop fresh activities to contribute to the programmes of work. 


4.209 The Unit continues to support health authorities and trusts in their 
implementation of measures aimed at tackling racial harassment of NHS staff. 
In particular, how best to take forward the recommendations of a study 
‘Nursing in a Multi-Ethnic NHS’. 


4.210 Consideration will also have to be given to the best means of 
consolidating and building on the progress made in developing the role of 
women in the NHS, and how this should be reflected in setting new goals for 
the NHS up to the year 2000. See also paragraphs 6.12 to 6.14 regarding 
equal opportunities in the Department. 


NHS Pay 

4.211 A twin-track approach to remuneration has continued to give greater 
flexibility for managers to relate pay to local circumstances. The Department has 
encouraged the development of local contracts for trust employees and local 
pay negotiation for staff on national terms (apart from doctors and dentists, 
where new discretionary points arrangements were implemented successfully in 
place of C distinction awards). 


1996-97 Pay 

4.212 The Government accepted the recommendations of the Review Body on 
Doctors’ and Dentists’ Remuneration (DDRB) for 1996-974-38 but introduced them 
in stages with the first payment from April 1996 and a further 1 per cent increase 
from December 1996. The Government also accepted the recommendations for 
1996-97 from the Review Body for Nursing Staff, Midwives, Health Visitors and 
Professions Allied to Medicine (NPRB)4:39. 4.40 jn full. This consisted of a national pay 
increase and provision for local pay. Staff in non-Review Body groups were offered 
and accepted the same national increase as the groups covered by the NPRB. 
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Local Pay Negotiations 

4.213 Local negotiations for staff on national terms were in progress through 
most of the year. There was more diversity of offers and settlements than in the 
preceding year. No agreement was reached in national uprating negotiations in 
November (about an increase in national pay scales from April 1997, taking into 
account local increases in 1996-97). 


Future 

4.214 The agreement on Local Pay in a National Framework is due to be 
reviewed after two to three years and future arrangements will be discussed 
with trades unions and professional organisations in 1997. 


Review Body Reports 1997-98 

4.215 In February 1997 the Government accepted the pay recommendations of 
both the DDRB4-41 and NPRB4-42. 4.43. The recommended increases for staff 
covered by both bodies will be introduced in two stages with both groups getting 
an increase of 2 per cent from April 1997 with the balance from December. The 
NPRB made a recommendation on uprating for staff within its remit. 


Health at Work in the NHS 

4.216 The bringing together of the Health and Safety Executive (HSE), 
Association of National Health Service Occupational Health Physicians 
(ANHOPS) and Health Education Authority (HEA) to sign the Joint Statement of 
Support for Health at Work in the NHS encouraged increased activity and 
complementary ways of working across the three disciplines of occupational 
health, health and safety and health promotion. 


4.217 Through the collection and dissemination of good practice in all areas 
relating to staff, health and welfare, managers and staff are now much more 
aware of the issues and able to take work forward to address them. 


5. SOCIAL CARE 


Introduction 


5.1 Local authority social services departments have a statutory responsibility 
to provide, or arrange for the provision of, social care and other personal social 

services to vulnerable individuals and families in a variety of different situations. 
They are accountable for the quality of the services they provide. 


5.2 The role of the Department of Health, and specifically of the Social Care 
Group, is strategic. It seeks to establish a framework of national policies for 
delivering high-quality and cost-effective services, information monitoring, and 
to provide well-focused and suitable support to local authorities in discharging 
their statutory responsibilities. It does so by, for example, issuing general 
guidance to social services authorities. The Social Care Group works closely with 
the NHS Executive to facilitate joint working between the NHS and social 
services departments. 


5.3 Within the Social Care Group, the Social Services Inspectorate has a 
special professional role. Its Inspection Division inspects social service provision 
and its organisation and management on behalf of the Secretary of State. A 
national programme of local authority inspections is determined annually, 
taking account of policy priorities and ensuring that all major service areas are 
inspected periodically. This involves regular inspections of the quality of aspects 
of services in each local authority with reports presented to the social services 
committee. The findings of all the inspections of a particular service area are 
brought together to inform the Department of the effectiveness of policy 
implementation and to assist other authorities evaluate and develop their 
services. Its regional offices help manage the Department's working 
relationships with local authorities and independent service providers. They 
monitor and support the implementation of government policy for the Personal 
Social Services and provide advice to both national and local government across 
the full range of professional, management and policy issues. 


Social Care Group: Key Objectives 


3.4 The key objectives that the Secretary of State has set the Social Care 
Group are to support local authorities and voluntary and private providers in 
Conjunction with other partner agencies by: 


+ assessing the quality of services and trends in provision to inspection and 
other measures and encouraging focused, cost-effective and accountable 
provision of services, and supporting the increased professionalism of social 
services staff; 

+ in community care, encouraging the fuller achievement of the objectives of 
the 1993 reforms and the development of social care for mentally ill people 
and other vulnerable groups; 

@ in services for children, encouraging the refocusing of children’s services, in 
consultation with other public services, on services for children in need while 
ensuring that children and young people continue to be protected: 
strengthening social care for young offenders and those at risk of offending, 
and developing adoption services and working towards the modernisation of 
adoption laws; 
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@ in the regulation and training of social services, working towards a more 
consistent and effective framework. 


Management and Resources 


Funding Arrangements 

5.5. The level of Standard Spending is set annually and represents what the 
Government believes it is appropriate for local authorities to spend on their 
services. For the purposes of allocating government support to local authorities, 
Standard Spending is assumed to be financed by a standard income from 
Council Tax, a share of non-domestic rate, Revenue Support Grant and 
spending from reserves. However, authorities are not bound to spend this 
amount. It is for them to decide exactly how much to spend in the light of local 
priorities and circumstances. They may, within limits, vary Council Tax, spending 
from reserves and other sources. 


Distribution 

5.6 Total Standard Spending for Personal Social Services comprises the 
standard spending assessment (SSA) control total, and special and specific 
grants. The control total, which covers the bulk of local authorities’ revenue 
resources, is distributed between local authorities on the basis of formulae 
which take account of measures of relative need for social services. The SSA 
formula is divided into four elements: residential care services for older people; 
domiciliary services for older people; children’s services; and other services for 
adults. Different indicators of ‘need to spend’ are used for each element. 
Examples of the factors used in the formulae are: 


@ age; 

@ number of people on income support; 

@ number of older people with long-standing illnesses; 
@ number of children from lone-parent families; 

@ number of homeless families with children. 


5.7 The factors used in the allocation formulae are reviewed each year. No 
major changes were made to the formulae used for the 1997-98 distribution. 
However, the data used in the formulae was updated to take account of the 
latest information. 


5.8 For the first five years of the new community care arrangements 

(1993-94 to 1997-98), the Government has established a Special Transitional 
Grant (STG) which is a ring-fenced grant that can only be spent on community 
care services. The STG consists of new resources each year with the previous year's 
STG being distributed through the Revenue Support Grant. The STG is distributed 
using a particular combination of the SSA formulae for the elements relating to 
services for older people and other adults. The STG has helped to ensure that a 
proportion of community care finance is spent in the independent sector. 


5.9 Other specific grants have been distributed in a variety of ways. The 
mental illness specific grant is distributed mainly using a combination of the SSA 
formulae for older people and other adults, but about 15 per cent of the grant 
is top-sliced to fund a number of priority services. Most of the other grants are 
distributed by competitive bidding or are distributed by reference to the number 
of service recipients in the local authority area. 
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Capital Resources 

5.10 Government provides capital resources for personal social services by 
means of credit approvals (permission to borrow) and a capital grant provided 
specifically for the development of secure accommodation for young people. 
Credit approvals can be either basic credit approvals (BCAs), which may be used 
for any local authority service, or supplementary credit approvals (SCAs), which 
are targeted on particular services or projects. 


5.11 Local authorities are also able to finance capital expenditure by using 
certain receipts generated from the sale of capital assets and revenue. Capital 
receipts do not have to be spent on the service which generated them. Local 
authorities are therefore able to spend the receipts on any local priority 
including personal social services. 


5.12 In May 1996, the Secretary of State for Environment announced a new 
pilot scheme — the Capital Challenge pilot fund — to test how the challenge 
approach can be brought to bear on the allocation of capital resources to local 
authorities, the benefits it may bring and the possible opportunity costs of the 
approach. Local authorities were invited to bid for £600 million of credit 
approvals for capital expenditure which reflects the authority's own local 
spending priorities and which would deliver services in innovative ways. The 
Department of Health has contributed £28 million over three years to the pilot 
scheme. A number of bids with a social services element were successful. The 
Department will also be working with local authorities to identify the potential 
for applying the Private Finance Initiative to the provision of social services. 


How the Resources are Used 

5.13 The pie chart (figure 5.1) shows gross expenditure by client group in 
1994-95. Table 5.1 sets out in detail the figures underlying the pie chart. 
Further explanation of expenditure on services for different client groups is also 
given in paragraphs 5.21 to 5.39. 


5.14 Almost 50 per cent of local authorities’ expenditure was on older people. 
The biggest single item of expenditure was residential care for older people, 
which accounted for 25 per cent of all gross personal social services expenditure. 


5.15 Local authority expenditure on the direct provision of day nurseries for 
children continues to fall although the amount spent on sponsoring places for 
children in need is growing. One area of growing expenditure is on the 
provision of family centres. 
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Figure 5.1: Local Authority Gross Expenditure on 
Personal Social Services by Client Group 1994-95 


Total = £7,503 
on x Other 


(2.7%) Mentally ill 
(4.5%) 


Younger physically 
disabled (6.7%) 
People with 
: learning 
difficulties 
Elderly (12.8%) 
(47.5%) 
Children 
(25.7%) 


Category ‘Other’ includes central and strategic 
activity not allocated to client groups 
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Table 5.1: Client Group Related Personal Social Services Gross 


Expenditure 

Summary of Expenditure 1994-95! 

a <a ee a 2 =." ___ £ million 
Client Group Gross Net 
CHILDREN 

Senior Management and Purchasing 140 139 
Care Assessment/Care Management? 252 251 
Non-residential 924 911 
Residential 615 596 
Total 1,931 1,897 
ELDERLY 

Senior Management and Purchasing 93 92 
Care Assessment/Care Management? 206 199 
Non-residential 1,369 1,248 
Residential 1,899 1,364 
Total 3,567 2,901 
YOUNGER PHYSICALLY DISABLED 

Senior Management and Purchasing 24 24 
Care Assessment/Care Management? 50 50 
Non-residential 298 289 
Residential 132 110 
Total 504 472 
PEOPLE WITH LEARNING DISABILITIES 

Senior Management and Purchasing 23 23 
Care Assessment/Care Management2 35 =e. 
Non-residential 412 394 
Residential 489 396 
Total 959 848 
MENTALLY ILL 

Senior Management and Purchasing 22 22 
Care Assessment/Care Management? 60 60 
Non-residential 141 138 
Residential 116 91 
Total 339 Sit 
OTHER NON-CHILDREN 

Generic 57 57 
Non-residential 14 14 
Residential 16 14 
Total 88 84 
ENGLAND SUMMARY 

Central/Strategic Functions 1S 104 
Senior Management and Purchasing 302 301 
Generic 57 57 
Care Assessment/Care Management2 603 595 
Non-residential 3,157 2,994 
Residential 3,268 2,567 
Total 2 ae __7,503__ 6,617 


= ———s ' __ Source: RO3 returns 


1 Information in this form for earlier years is not available. The current PSS expenditure return, RO3 
upon which the table is based, was very extensively revised in 1994-95. The new form is more sharply 
focused on client group and type of service, and also requires local authorities to allocate their 
overheads on a consistent basis (previously local authorities reported these overheads on a basis which 
reflected their own accounting systems). 

2 Consists of both purchaser and provider function. 


Allocations for 1997-98 


Revenue Resources 

5.16 Personal Social Services (PSS) Standard Spending has been set at £7,846 
million for 1997-98. That represents an increase of 4 per cent over the 1996-97 
level. Table 5.2 shows how the total is made up. 
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Table 5.2: Personal Social Services Standard Spending 1997-98 


= iiap teeha sé million 

PSS Standard Spending 7846.0 
of which: 

Standard Spending Assessments 7392.1 
Special Transitional Grant for Community Care 325.0 
Special Grant for unaccompanied asylum seeking children 30 
Specific Grants 125.9 
of which: 

- Services for the mentally Ill 67.3 
- Training Support programme 23.5 
- Services for people with HIV/AIDS has 
- Guardian ad litem and reporting officer service 6.3 
-Services for drug and alcohol misusers 25 


- Contribution to grants for projects 
to help meet the language needs 
of ethnic minorities = ; 7 * 7 


1 Figures may not sum due to rounding. 


5.17 For 1997-98 the BCAs for personal social services will be £53.46 million. 
Annual capital guidelines (ACGs) of £60.46 million will be distributed to local 
authorities for personal social services (ACGs comprise BCAs plus receipts taken 
into account). SCAs will be available for services for mentally ill people (£11.6 
million) and for people with AIDS/HIV (£3.1 million). In addition a £13.228 
million capital grant will be available for the provision of additional secure 
accommodation for children. 


Value for Money 

5.18 The continuing rise in demand for social services and in social services 
spending has underlined the need for a more ‘evidence-based approach’ to 
social services delivery. 


5.19 The Social Services Inspectorate and the Audit Commission launched a 
joint programme of work in August 1996, designed to examine the 
performance of individual local authorities from value-for-money and quality-of- 
service perspectives. In 1996-97 10 authorities were reviewed, and a further 20 
authorities have been selected for review in 1997-98. A mix of authorities were 
selected at random, chosen to produce both a balance between the different 
types of authority — county, metropolitan and London boroughs — and a 
geographical spread across the country. 


5.20 The Department has also produced a new publication, Better Value for 
Money in Social Services: a Review of Performance Trends in Social Services?:', 
which brings together national data on trends in local authority service levels 
and their costs in an accessible format. It is intended as a means to enable local 
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social services authorities to assess their own performance compared to 
national trends and to prompt debate both at a national and local level about 
how local authorities can demonstrate that they are providing value for money. 


Current Expenditure and Activity Levels 

5.21 Government policy on community care aims to ensure that vulnerable 
people affected by the problems which attend ageing, mental illness, physical, 
sensory or learning disability or drug and alcohol misuse receive the care they 
need in homely surroundings. Levels of expenditure and activity in social services 
are described more fully in tables 5.3 to 5.20 and paragraphs 5.22 to 5.39. 


Table 5.3: Personal Social Services for Elderly People’ 1990-91 to 1995-96 — 
1990-91 1991-92 1992-93 1993-94 1994-95 1995-96 %change 


1984-85 to 
ee ee Ps - : i as ees Teer eee eet ee _——- 1994-95 
Local authority residential places! 97,900 86,700 77,000 68,900 63,800 61,700 -37 
Voluntary and private residential provision 192,000 199,600 205,500 210,000 213,200 222,600 16 
Places in Icoal authority funded day centres? 25,900 n/a 139,100 147,600 176,400 192,600 n/a 
Numbers of main meals served? 
annual estimate (million)3 45.9 45.8 45.1 n/a n/a n/a n/a 
insampleweek? —es—i—‘_iA lela 768400 =— 794,100 ~—8'1 8, 400 nla 


1 Figures include places in homes for elderly, elderly mentally infirm and elderly with disabilities and adults with physical and/or sensory disabilities. 
2 Figures are as at 31 March up to 1990-97 and during a sample week in September/October in subsequent years. 
3 Annual estimate in millions to 1992-93; from 1993-94 onwards figures relate to a sample week in September/October. 


5.22 Most Personal Social Services provided are for older people, and arranging 
residential accommodation for elderly clients is one of the major functions 
performed by social services departments. Changes in funding arrangements for 
residents in nursing homes, the ending of higher levels of Income Support for 
some residents and demographic trends have contributed to the increasing 
number of older people supported by local authorities since 1992. 


Table 5.4: Gross and Net Expenditure on Services for Elderly People 


1994-95 
England a | rien ’ (a ae £ million 
Gross Net 

Care assessment/care management and social work! 262.6 256.0 
Residential provision of which 2 1,899.5 1,360.6 
Local Authority Homes 823.5 584.2 
Independent homes 507.2 321.0 
Nursing placements 370.5 263.1 
Non-residential provision of which2 3 1,368.6 1,248.3 
Meals service 91.9 53.6 
Day Centres 137.6 127.2 
Home care/home help = 838.0 778.0 


Py ae = 2. ; : a _  SOUrCO ROR ETO 

1 These two categories have been combined since in many authorities, for example those without 
formally designated care managers, the distinction between purchaser and provider activities cannot 
be determined meaningfully as the same staff undertake both functions. 

2 includes admin and clerical support overheads. 


3 includes field social work provision. 
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5.23 In 1994-95, expenditure by local authorities on residential provision for 
elderly people amounted to nearly £2 billion. The net cost (after deduction of 
charges to users — about £600 million) was £1.4 billion. Expenditure on 
domiciliary provision amounted to £1.4 billion of which 60 per cent, or just over 
£800 million was on home-care/home-help provision. 


Table 5.5: Gross Expenditure Per Week for Supported Residents 


Receiving Residential Care in Staffed Homes for the Elderly 
___£ per week per person 


Year 1990-91 1991-92 1992-93 1993-94 —=_ 1994-95 
Unit Cost - 231 254 265 268 


Deflated! 2 257 269 Zi ee 268 ee 


1 Deflated using PSS Pay and Prices Index 


5.24 Table 5.5 shows that unit costs for supported residents receiving 
residential care in staffed homes for the elderly have risen over the period. This 
does not necessarily reflect a decline in efficiency as, over the same period, 
there has been an increase in the dependency of residents (measured by age). 
There have been other explanatory factors. 


Table 5.6: Personal Social Services for People with Learning Disabilities 1990-91 to 1995-96 


4 1990-91 1991-92 1992-93 1993-94 1994-95 1995-96 % change 
1990-91 to 
= ne 1995-96 
Local authority residential places 16,700 16,300 15,500 14,200 13,600 13,500 -19 
Voluntary and private residential provision 18,900 21,200 24,100 25,500 27,200 29,400 56 


Local authority funded day centre places specific 56,700 n/a 236,200 259,200 268,800 284,300 n/a 
to people with learning disabilities! 


1 Figures are as at 31 March up to 1990-91 and during a sample week in September/October for subsequent years. 


5.25 Inline with government policy, the activity data shows a continuing 
decline in local authority residential places for people with learning disabilities, 
while the number of places in the independent sector and the overall level of 
residential provision continues to increase. Day services have also increased (by 
20 per cent since 1992-93) reflecting continuing pressure on this key element of 
learning disability services. 


Table 5.7: Gross and Net Expenditure on Services for People with 
Learning Disabilities 1994-95: 


England ae eee, _£ million 
Gross Net 
Care assessment/care management and social work" 55.0 54.5 
Residential provision2 489.4 396.5 
of which: 
Local Authority homes 218:5 163.6 
Independent homes 199.5 165.8 
Non-residential provision2 3 411.6 393.9 
of which: 
Day Centres 288.7 2153 


Source: RO3 return _ 


1 These two categories have been combined since in many authorities, for example those without 
formally designated care managers, the distinction between purchaser and provider 
_ activities cannot be determined meaningfully as the same staff undertake both functions. 

2 includes admin and clerical support overheads. 

3 includes field social work provision. 
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5.26 Net expenditure remains relatively evenly divided between residential and 
non-residential services (£394 million) for people with learning disabilities. Net 
expenditure on care assessment, care management and social work 

(£55 million) is low compared with other client groups, accounting for only 6 
per cent of net expenditure on this client group. 


Table 5.8: Gross Expenditure Per Week for Supported Residents 


Receiving Residential Care in Staffed Homes for the Learning Disabled 
£ per week per person 


Year = 1990-91 1991-92, 1992-93 © 1993-94 | 1994-95 
Unit Cost - 231 256 308 364 
Deflated! a PAY ee 2 316 364 


1 Deflated using PSS Pay and Prices Index 


5.27 The unit costs for supported residents in homes for the learning disabled 
continue to increase and are high in comparison to most other client groups. 
The proportion of people with learning disabilities who have profound or 
multiple disabilities is increasing. Clients remaining in and coming in to 
residential care have higher levels of dependency, require intensive levels of 
support and consequently more expensive packages of care. 


5.28 Table 5.9 shows there was a slight increase in the number of local 
authority residential places between 1994-95 and 1995-96 for people with 
mental illness. However, the dominant trend remains the steady rise in voluntary 
and private-sector residential provision which grew by 13 per cent between 
1994-95 and 1995-96, the largest annual increase in this service category since 
1990-91. The number of day-centre places grew by a further 5 per cent in 
1995-96. 


Table 5.9: Personal Social Services for People with Mental Health problems 1990-91 to 1995-96 
1990-91 1991-92 1992-93 1993-94 1994-95 1995-96 % change 


1990-91 to 
a eh a ; . ma D aeee AS, 5 —_ uy : 1995-96 
Local authority residential places! 7,700 7,600 7,200 6,800 6,400 6,500 -16 
Voluntary and private residential provision! 13,200 14,700 16,100 17,000 18,400 20,800 57 
Local authority day centre places specific 7,800 n/a 39,800 45,300 50,500 53,000 n/a 


to people with mental illness? _ 


1 Figures include places in homes for elderly mentally infirm people. 
2 Figures are as at 31 March up to 1990-91 and during a sample week in September/October for subsequent years. 


5.29 Gross local authority expenditure in 1994-95 on services for mentally ill 
people amounted to £339 million. The proportion of gross personal social 
services expenditure devoted to mentally ill people has remained constant since 
1993-94 at 4.5 per cent. Non-residential provision accounted for just over 41 
per cent of gross expenditure while 34 per cent was spent on residential care. 
Approximately one-quarter of local authority spending on this client group 
went on care assessment, care management and social work, the highest 
proportion spent by all client groups on this category, reflecting the particularly 
volatile lifestyles and complex needs of some mentally ill people. 
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Table 5.10: Gross and Net Expenditure on Services for People with 
Mental Health Problems, 1994-95: 


England 7 4 3aS £ million 
Gross Net 
Care assessment/care management and social work! 83.7 83.3 
Residential provision2 116.2 90.8 
of which: 
Local Authority homes 41.5 30.2 
Independent homes 47.2| 35.9 
Nursing placements 11.0 8.5 
Non-residential provision2 3 140.6 138.2 
of which: 
Day Centres 2) Ne 49.8 
Home care/home help 10.8 105 


——— —— ps. _ Source: RO3 return” 
1 These two categories have been combined since in many authorities, for example those without 
formally designated care managers, the distinction between purchaser and provider activities cannot 
be determined meaningfully as the same staff undertake both functions. 
_ 2includes admin and clerical support overheads. 
_ 3 includes field social work provision. 


Table 5.11: Gross Expenditure for Supported Residents Aged 16-64 
Receiving Residential Care in Staffed Homes for the Mentally ill: 

a = £ per week per person 
Year 1990-91 1991-92 1992-93 1993-94 1994-95 


Unit Cost 226 252 302 309 326 
Deflated2 269 283 320 316 326 


1 Figures for 1991-92 to 1993-94 based on estimated expenditure. 
2 Deflated using the PSS Pay and Prices Index. 


5.30 When deflated using the PSS Pay and Prices Index, the weekly unit cost 
of staffed residential care for mentally ill people aged 16 to 64 grew by 19 per 
cent between 1990-91 and 1992-93, but increased by only 1.8 per cent 
between 1992-93 and 1994-95. The high cost of this care may be due toa 
number of factors, including improved standards of care and the complexity of 
some clients’ needs reflected in higher intensity care. 


5.31 The activity data in table 5.12 shows a continuing decline in local authority 
residential places and voluntary and private residential provision for people with 
physical and/or sensory impairments. The number of local authority funded day 
centre places specifically for these client groups continues to rise in line with 
increased community care provision. There was an overall increase in activity. 


5.32 The expenditure return for 1994-95 enables the provision, for the first 
time, of data explicitly for the physically disabled client group. Figures show that 
residential provision solely for adults with physical disabilities was £132 million 
in 1994-95 and for non-residential provision was nearly £300 million. Care 
assessment and care management activity related to the provision of packages 
of care and assessment of social work provision amounted to £71 million. 

Expenditure on disability equipment and occupational therapy related provision 
amounted to £73 million. 
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Table 5.12: Personal Social Services for People With Physical and/or Sensory Disabilities 1990-91 to 


1995-96 
: " 4990-91 1991-92 1992-93 1993-94 1994-95 1995-96 % change 
1990-91 to 
‘os. 0 ae ee Pa. 1995-96 
Local authority residential places 1,700 1,600 1,600 1,500 1,400 1,300 -24 
Voluntary and private residential provision 6,900 6,900 7,000 7,200 6,900 7,100 4 
Local authority day centre places specific 9,100 n/a 53,100 51,900 53,500 61,000 n/a 


to people with physical and/or sensory disabilities! ' a E 


1 Figures are as at 31 March up to 1990-91 and during a sample week in September/October for subsequent years. 


Table 5.13: Gross and Net expenditure on Services for Adults with 
Physical Disabilities and/or Sensory Impairments, 1994-95 


England : eG a age £ million 
Gross Net 

Care assessment/care management and social work! 70.8 70.6 
Residential provision2 131.8 109.6 
of which: 

Local Authority homes 41.9 34.6 
Independent homes eye) 45.5 
Non-residential provision? 3 298.1 288.9 
of which: 

Day centres 67.0 64.3 
Home care/home help 45.9 43.8 


Occupation therapy provision/aids 
and adaptations/disability equipment ’ et a 2 ee ; 70.8 


___ Source: RO3 return 


1 These two categories have been combined since in many authorities, for example those without 
formally designated care managers, the distinction between purchaser and provider activities cannot 
be determined meaningfully as the same staff undertake both functions. 

2 includes admin and clerical support overheads. 


3 includes field social work provision. 


Table 5.14: Gross Expenditure for Disability Equipment, 1983-84 to 1993-94 (cash series) 


England 


£ million 


1983-84 1984-85 1985-86 1986-87 1987-88 1988-89 1989-90 1990-91 1991-92 1992-93 1993-94 


Adaptions to homes 
Disability equipment 
Telephones 


Other communications equipment 


Total expenditure of all equipment _ 


6.5 
93 
6.0 


218 


6.9 7.9 10.1 13.4 133 144 17.9 12.4 12.7 18.1 
11.5 12.7 15.4 16.3 17.3 20.4 21.4 24.9 265 347 
6.6 7.4 8.3 8.8 8.9 95 9.3 10.1 10.6 11.3 
= = . 2.6 28 2.5 34 4.5 47 6.9 
25 280. 338 A A ge ee 546 71.0 


Source: RO3 return 


Table 5.15: Gross Expenditure for Disability Equipment, 1994-95 


England Ie a. 2 4 eee! Le = £ million 
Elderly Adults People Peoplewith Total 
with with mental 
physical learning health 
= a ae. 7 _ disabilities disabilities problems 
Adaptations to homes Res 15.9 0.1 0.0 19.3 
Disability equipment 8.1 28.9 0.9 0.2 38.1 
Telephones etc 10.8 6.2 0.2 0.0 17.2 
Total expenditure of allequipment 22.2 Siete I2 0.1 74.6 


Source: revised RO3 return | 


5.33 Provision of disability equipment continues to increase. 


Table 5.16: Gross Expenditure Per Week for Supported Residents 
Receiving Residential Care in Staffed Homes for the Physically Disabled 
£ per week per person 


Year 1990-91 _ 1991-92 


1992-93 © 1993-94 1994-95 
Unit Cost 175 185 203 223 263 
Deflated! 208 Be 520G fe age 715. | 228 263 


1 Deflated using PSS Pay and Prices Index 


5.34 The expenditure return implies an increase in the unit costs for supported 
residents in homes for the physically disabled. Figures show that the unit cost 
was £223 in 1993-94 compared with £263 in 1994-95. This may be explained 
in part by the higher dependency of clients remaining in residential 
accommodation, requiring more expensive packages of care. 


5.35 Table 5.17 includes nursery day care places provided primarily by the 
voluntary/private sector as well as local authority direct provision, which 
continues to decline, plus sponsored places for children in need. 


Table 5.17: Local Authority Children’s Services as at 31 March 


—> 1985 1990 1991 1992(4) 1993(4) 1994(4) 19954) 

‘Community homes 1 

- Places n/a n/a n/a n/a n/a n/a 7,389 

Secure Units 

- Places 354 292 284 274 271 289 266 

- No of children 236 242 231 238 251 244 233 

Day nurseries 

- Places 54,890 87,451 106,068 116,800 133,800 147,600 161,500 

No. of children? 34,478 34,201 a2 272 30,400 28,800 31,800 29,800 

Family centres? 

- No. of centres na n/a n/a 400 390 450 480 

No. of children in 

foster placements® 7 - 35,010 34,548 34,766 32,700 31,900 31,200 31,000 


1 Includes maintained or controlled and assisted community homes. Children’s homes information was collected for the first time in 1995. 
2 Includes children on LA day nursery registers and children placed and paid for by LAs in private or voluntary day care facilities. 

3 This information was not collected prior to 1992. 

4 Day nurseries and foster placement figures for 1992 onwards have been rounded to the nearest hundred. 

5 Figures for children in this category exclude agreed series of short-term placements. 


5.36 Table 5.18 shows a number of main features of service provision in the 
children’s sector. 


| expenditure on social work, care assessment and care management 
amounted to £400 million; 

. expenditure on residential provision amounted to over £600 million, more 
than half of it in community homes of one kind or another; 

secure units provision cost £30 million — this is the first time this category is 
identified on the financial returns; 

® £900 million was spent on non-residential provision (including social work 
activity). 
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Table 5.18: Gross and Net Expenditure on Services for Children, 1994-95 


England | aa ee ie Sa ee £ million 
Gross Net 

Care assessment/care management and social work ! 382.5 381.5 
Residential provision 2 615.2 596.2 
of which: 

Community homes (all types) 393.4 385.2 
Special education provision 61.2 60.5 
Secure Units 315 22.3 
Non-residential provision? 3 923.8 910.9 
of which: 

Foster placements 25 t67 250.6 
Day Nurseries 127.4 121.6 
FamilyGentress pe ee oes d o 82:3 


__ Source: RO3 return 


1 These two categories have been combined since in many authorities, for example those without 
formally designated care managers, the distinction between purchaser and provider activities cannot 
be determined meaningfully as the same staff undertake both functions. 

2 includes admin and clerical support overheads. 


3 includes field social work provision. 


5.37 These figures reflect the increasing complexity of the assessment and 
care packages required to support some of the most needy children in their own 
homes rather than in residential provision, but over the coming year the 
Department intends to do more work with local authorities to analyse the 
expenditure figures. 


Table 5.19: Gross Expenditure Per Week for Children Looked After in 


Local Authority Maintained Homes in England 
Ses ee) Cee ne __ £ per week per person 
1991-92 1992-93 1993-94 1994-95 


Year _ 1990-91 _ 


Unit Cost 596 693 880 981 1059 
Deflated' 709 770 (O33 eee 1005 1059 


1 Deflated using PSS Pay and Prices Index. 


5.38 The weekly unit costs for children looked after in local authority maintained 
homes shows a rapid increase over the last five years, possibly reflecting the 
concentration of children with behavioural problems in residential care.See table 
5.19. 


Table 5.20: Gross Expenditure Per Week for Children Looked After by 
Foster Parents in England 

ies 7 ie £ per week per person 
Year __-1990-91_ ‘1991-92, 1992-93 1993-94 = 1994-95 


Unit Cost 102 LW 131 149 156 
Deflated' 122 : 132 139 153 156 


1 Deflated using PSS Pay and Prices Index. 


5.39 Table 5.20 shows that there has also been a steady rise in the weekly 
unit costs for fostering. Authorities are now placing children with more severe 
problems with foster families, whereas in the past they may have been provided 
with residential care. This could help explain the rising costs of fostering as 


these children require closer supervision and more intensive support than in the 
past. y 


Future Plans 


White Paper on Social Services 

| 5.40 In March 1997 the Government published a White Paper “Social 
Services: Achievement and Challenge” .s2 The White Paper set out the 
Government's proposals for the most radical reform in\the delivery and structure 
of social services since the creation of social services departments in the 1970s. 
The proposed changes reflect the Government's view of the role of social 
services in a modern society. The Government said that a Social Services Reform 
Bill would be introduced as soon as possible in the next Parliament. 


5.41 The White Paper proposed that the three major functions of social 
services - assessing and commissioning care, providing care, and regulation of 
care services - should be separated. It also develops the broad themes of 
achieving value for money and targetting of resources and effort on those who 
are of higher dependence and most vulnerable beacuse of social isolation. 
Social services would therefore complement, not supplant, the responsibility for 
social care resting on individuals’ and society's own support netwoprks. This 

broad approach would be underpinned by a strengthened and more 
comprehensive regulatory system made more consistent by the development of 
national benchmarking standards. 


Community Care 


Joint Commissioning 

3.42 Promoting and supporting joint commissioning is an important 
continuing priority: effective collaboration between health, social care and 
housing agencies in the planning and delivery of community care is a 
prerequisite for efficient, seamless services. 


5.43 In 1995 the Department published An Introduction to Joint 
Commissioning>-? and Practical Guidance on Joint Commissioning>-4 to assist 
local and health authorities, and the booklets were launched with a successful 
series of locality workshops. To complement the 1995 guidance, the Department 
has now published A Development Pack for Joint Commissioning®:5. The pack is 
designed to assist individual joint commissioning teams to develop a range of 
practical skills to improve local collaborative working. 


3.44 Between September 1996 and February 1997, the Department held a 
further series of workshops focusing on practical joint commissioning issues 
identified by service providers. In 1996-97 and 1997-98 the Department is also 
working with authorities locally in a small series of development projects; the 
work is designed to achieve a better understanding of the mechanisms for 
effective locality commissioning and the essential linkages with strategic joint 
commissioning at whole-agency level. 


Users and Carers 

3.45 In March 1996, the Department issued policy guidance and a practice 
guide to local authorities on implementing the Carers (Recognition and 
Services) Act 1995, which came into effect in April 19965:©. Continuing aims of 
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the work programme, to support and empower users and carers and to focus 
on practical outcomes, are reflected in a number of current initiatives. 


5.46 In October 1996, the Department published Consultation Counts?’ . 
This booklet was produced by the National Users and Carers Group, a body 
established to provide the Department with feedback on the implementation of 
community care legislation. It offers guidance to service purchasers on engaging 
users and carers effectively in consultation, and practical guidance to users and 
carers who may become involved in consultation. 


5.47. Alongside Consultation Counts, the Department has recently published two 
other booklets, produced by the NHS National Users Group, further to promote 
user involvement. Community Service Users as Consultants and Trainers?8 is 
designed to enable users to contribute more effectively to the development of 
services. As a sister publication, Encouraging User Involvement in Joint 
Commissioning: a Resource for Commissioners>-? will assist service commissioners 
assess and develop the effectiveness of their user consultation processes. 


5.48 Another project, recently commissioned by the Social Services 
Inspectorate, aims to identify lessons from innovative practice in respite care 
and short-term breaks: what makes them successful from the stand-point of the 
user or carer. It is intended to publish the project report by autumn 1997. 


5.49 The Department is also continuing its financial support to voluntary 
bodies concerned with carer issues. 


Young Carers 

5.50 The Department has recently issued two reports which will provide a 
continuing contribution to the development of policy and practice in relation to 
young carers. Young Carers: Making a Start®.'!9 draws on the views and the 
practical experience of young people and their families to identify ways of 
‘making a start’ in improving services. It emphasises the need for good 
assessment, and the importance of co-ordination between adults’ and children’s 
teams to ensure effective help to families affected by illness or disability. 


5.51 The second report, Young Carers and Their Families®:11 was 
commissioned from the Office for National Statistics. It provides valuable 
information both on the numbers of young carers, and of their circumstances 
and those of their families. The report is significant in that it is the first study 
based on samples of young carers taken from the general population. 


Direct Payments 

9.52 In April 1997, the Community Care (Direct Payments) Act 19965:12 comes 
into force. This develops further the principles of user choice and independence 
which are at the centre of community care, by giving some people the 
opportunity to take responsibility for managing their own care package. The Act 
gives local authorities the power to make cash payments to people for the 
community care services they have been assessed as needing, rather than 
arranging those services for them, so giving people greater control over the way 
in which those services are provided. In the first instance direct payments can 
only be made to disabled people under the age of 65, but the Government 
intends to review this in a year's time. Disabled people have warmly welcomed 
the legislation and the increased independence it will bring them. 


Services for Older People 
5.53 The Department's policy is to promote services for older people to 
facilitate independent living in the community. Local authority provision of 
- domiciliary services predominantly used by older people has continued to grow: 
_ the number of contact hours for home help and home care services, the 
| number of meals provided at home or in luncheon clubs, and the number of 
day places provided at day care centres have all increased. 


5.54 In reviewing priorities for the NHS, the Department has placed an 

emphasis on the sensitive hospital discharge practices and high-quality 
community and rehabilitation services. Particular priority has been given to the 
need for individual assessment and early detection of problems. The aim is to 
develop more integrated patterns of service for older people through joint 
working between all relevant agencies. 


5.55 The Department has continued to promote work to prevent sickness and 
disability in older people. An expert working group is looking at available 
measures of health status and possible ways of improving data on this. The 
booklet published as part of the annual Keep Warm Keep Well campaign has 
been redesigned to make it more user-friendly for older people. 


Paying for Long-Term Care 

5.56 The Government consulted in mid-1996 on a range of proposals to 
encourage people to make provision for long-term care. The consultation paper A 
New Partnership for Care in Old Age®:'3 invited comments on proposals to 
establish a partnership scheme; on regulating the selling of long-term care 
insurance; on ways in which pensions could contribute to long-term care needs, 
and on widening choice of residential care by allowing residents to top up the 
care arranged by the local authority. The Government intends to introduce a Bill to 
establish a partnership scheme and to allow topping up as soon as legislative time 
is available. In the meantime, it is consulting on the details of draft legislation. 


Services for People with Learning Disabilities 

5.57 The Department continues to build on the considerable progress already 
made in the development of services responsive to the individual needs of users 
and carers. In 1997 the Social Services Inspectorate will be undertaking an 
inspection of services for people with learning disabilities, looking particularly at 
how social services departments determine individuals’ specific needs and take 
account of users’ choices. 


5.58 To help authorities in their task of making the best use of resources in 
meeting the needs of people with learning disabilities, the Department set up an 
independent evaluation of the cost and outcomes of various forms of residential 
Provision including village communities. The results of the first phase, comprising a 
‘review of research and literature and an analysis of the readily available information 
On costs, were made available to authorities in 1996. The researchers found a 
Picture of significant variation in the extent, form, cost and quality, structure, 
‘Managerial and operational regimes of all types of residential provision. The prime 
determinant of cost is the level of disability since this governs client/staff ratios and 
the range of health and social care facilities which need to be provided. The 
researchers pointed to gaps in knowledge about some approaches to residential 
‘Care including residential/village communities, supported living schemes, adult 
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placements and fostering. Work will continue in 1997 on the second phase of the 
evaluation which will look in more detail at the cost and outcomes of specific forms 
of provision including village-type communities. 


Services for People with Physical Disabilities 

5.59 The Department will continue to promote the development of social care 
services for disabled people to enable them to achieve the maximum degree of 
independence. Important areas of work will include ensuring that local 
authorities meet their social services’ responsibilities, supporting the provision of 
and access to information for disabled people, and raising awareness about 
good practice in assessment of need and provision of care services. The 
Department has recognised the key role of occupational therapists in the 
delivery of community care by conducting a major review of workforce and 
workload issues. Ministers are considering the recommendations flowing from 
this review. 


Services for People with Sensory Impairment 

5.60 In 1997, services for people with sensory impairment will continue to be 
promoted through the work of the Social Services Inspectorate and through 
policy development. The final version of good practice guidelines on the 
provision of services for older people with dual sensory impairment will be 
published during 1997. Support for the continued development of these 
guidelines has been received from the Association of Directors of Social 
Services, voluntary organisations in the field and from the health and local 
authority teams that piloted the draft guidelines in 1996. 


5.61 A training pack and video on sensory impairment will be produced in 
1997. The package is aimed at raising the awareness of senior managers of 
sensory impairment issues and to enable them to extend and modify their 
services appropriately. The project has received strong support from the 
Association of Directors of Social Services. 


Services for People with Mental Health Problems 
5.62 Services for people with mental health problems are described in 
paragraphs 4.171 et seq. 


Children’s Services 

5.63 April 1997 sees services for children in need entering a new phase. The 
Children Act 1989 (Amendment) (Children’s Services Planning) Order 19965:14, 
which came into effect in April 1996, made it mandatory for local authorities to 
plan children’s services, to consult with a wide range of agencies and to publish 
the resulting plan by the end of March 1997. These plans are seen as the key 
tool to: 


@ progress refocusing of services (see paragraph 5.64): 

@ encourage inter-agency working to deliver the most effective and efficient 
services; 

@ allow users of services a real say in the planning process. 


It is these three elements which will be the focus of work on children’s services 
in coming years. 


Refocusing 

5.64 The Department will continue to work in partnership with the Local 
Authority Associations and the Association of Directors of Social Services to 
take forward the refocusing of children’s services and so ensure that child 
protection is placed firmly within the context of services for all children in need. 
Work will be commissioned to take forward the five key elements of the new 
Strategy for refocusing children’s services announced in September 1996, 
including needs assessment; evaluating outcomes; delegating budgets and 
promoting a community-based approach to child protection and family 
support. To reflect the change in emphasis, a revision of the Department's inter 
agency child protection guidance Working Together>-15 is planned and there 
will be consultation on the new approach in 1997-98 . 


Child Protection 


5.65 While seeking to refocus children’s services, the Department will 


_ continue its commitment to tackling key child protection issues. In particular, 
_ the links between domestic violence and child abuse will be explored and a 


training pack to assist social workers working with children who have 


experienced violence in the home will be commissioned in 1997-98. The 


Department will also give priority to ensuring that the child's own voice is heard 


_ throughout the child protection process. 


5.66 The Department will continue to work closely with the Lord Chancellor's 


Department and the Home Office to ensure that children get the best possible 
service from the Courts. 


Adoption 
5.67 Strategic plans for adoption up to the year 1999-2000 focus mainly on 
the outcome of the Adoption Bill. If the Bill secures a place in the legislative 
/ protramme for 1997-98, enactment could take place before the end of 1997. 
inimum period of 18 months between enactment and implementation 
-uld be required to complete the drafting of regulations and guidance to 
accompany the new Act. Also during this period, a series of training 
programmes will take place for local authorities, adoption agencies, lawyers, 
se cial workers, Guardian Ad-Litem Reporting Officers, administrators and other 
3foups to prepare them to work with the new Act. Subject to approval by 
Ministers, implementation would be mid-1999. 


Asylum Seekers 

(5.68 The Government has introduced a special grant to target compensatory 
funds to those local authorities with large numbers of asylum seekers with 
children in need within their area. They have also agreed to introduce a special 
grant for adult asylum seekers. 


Day Care 

! 5.69 The Department continues to encourage the provision of good quality day- 
care services, especially for children in need. The Department is also working 
Closely with the Department for Education and Employment on the 
implementation of the Nursery Education voucher scheme. Guidance will be 
issued jointly by the Departments to clarify issues about the scheme for Children 
Act registered providers and social services departments. In addition, the 
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Department is working closely with the Department for Education and 
Employment on the ‘Work and the Family — Options for Child Care’ consultation 
about the possibility of introducing a strategic framework for the future of day-care 
services. 


Juvenile Offenders 

5.70 The Department continues to be engaged with the Home Office in the 
implementation of the sentencing and remand provisions of the Criminal Justice 
and Public Order Act 1994. It also contributed to the Criminal Procedure and 
Investigations Act 1996 and to the Crime (Sentences) Bill. The Department has 
been represented on the Ministerial Group on Juveniles, which was set up in 
January 1996 to strengthen measures to identify those children, both above 
and below the age of criminal responsibility, who are at risk of offending and 
measures to divert them from becoming involved in crime. The work of the 
Group resulted in the publication of a Green Paper, Preventing Children 
Offending in March 1997-16, The Department will be actively involved in 
considering the comments received on the proposals in the Green Paper. 


Glenthorne Youth Treatment Centre 

5.71. The Youth Treatment Centre at Glenthorne in Birmingham is a directly 
managed unit of the Department. It employs approximately 170 staff and its 
total annual expenditure is around £5 million. The Centre’s objective is to help 
some of the most difficult and disturbed young people in the country, including 
young offenders convicted of some of the most serious crimes, whose needs are 
unlikely to be met readily elsewhere. 


5.72 Glenthorne Centre was expanded during the course of 1996, from 30 to 
AO secure places. 


5.73 The Centre recovers the cost of caring for young people placed there 
from local authorities and the Home Office. 


5.74 The Centre aims to provide high quality care for the young people in its 
care while ensuring value for money. 


Quality and Registration 


Review of Regulation and Inspection of Social Services 

5.75 The Burgner Review of the regulation and inspection of all social services 
for adults and children for which local authorities have statutory responsibilities 
was launched in September 1995, by the consultation paper Moving 
Forwara?-'7 The major aim of the review was to ensure that statutory controls 
are relevant and play a part in securing services of an appropriate quality, and to 
remove any unnecessary burdens on business. Over 400 responses to the 
consultation document were received. Tom Burgner’s report and the 
Government's response to his recommendations were published in October 
19969.18. 


5.76 The Government has accepted the following key recommendations: 


® local authority responsibility for inspecting care homes is to be placed 
elsewhere than in the social services department; 

@ local authority provision is to be subject to the same registration and 
enforcement rules as voluntary and private sector provision; 

@ national benchmarking of services standards; 

@ regulation is to be extended to small children’s homes; 


all inspection reports including those for ney homes should be available 
to the public. 


Standards of Conduct and Competence for Social Care Staff 

5.77 There has been discussion for a number of years among some individuals 
and groups within the social services professions of the need for statutory 
regulation of social services staff. In 1993, a working group under the 
chairmanship of Sir Peter Barclay published detailed proposals on how a 
statutory General Council to establish and enforce standards and practice might 
operate. The Government welcomed this work as an important contribution to 
debate, while recognising the need for further consideration of how standards 
might be set and promulgated. In July 1994, Price Waterhouse and the National 
Institute for Social Work (NISW) were commissioned to look at the feasibility of 
defining standards for conduct and competence. 


5.78 In October 1996, the United Kingdom health departments published a 


_ consultation paper The Obligations of Care>-19 to further explore the options for 


and encourage wider debate about how such standards of conduct and 


_ competence might be promulgated and enforced. The consultation period 
_ Closed at the end of February 1997. Responses are being examined so that fuller 


consideration can be given to the way forward. 


: Training 
5.79 Aproperly trained workforce is essential to the delivery of improving 


Standards of care and to support policy and service delivery initiatives. The 


Government remains committed to training for the Personal Social Services (PSS), 


as is shown in the Training Support Programme, a specific grant (£35.4 million 


for 1997-98) to support the cost of training staff of Social Services Departments. 


5.80 The Department has targeted training resources on securing a 
continuum of qualifications for PSS staff: National Vocational Qualifications, the 
| professional Diploma in Social work and Post Qualifying Education and Training. 
This has given staff opportunities for continuing training and development 
throughout their careers. 


5.81 The Department's objectives for the next five years will cover the need to: 


¢ encourage the provision of appropriate induction training for all staff; 
~@ increase the proportion of statutory and independent sector staff with 


appropriate qualifications by extending opportunities to acquire national 
vocational qualifications; 


® promote joint training with other professional groups and disciplines in 


support of multidisciplinary and multi-agency working; 

| increase the supply of professionally qualified social work staff, increase 
access by developing the variety of routes to the Diploma in Social Work (Dip 
SW), and maintain the quality of professional training for social work; 

@ achieve continuing improvement in standards of practice and managerial 
expertise by increasing opportunities for post qualifying training and 
management development. 


5.82 These objectives continue as a major task for the Department and all PSS 
employers as outlined in last year’s report. In particular, there is a significant 
joint training agenda emerging from the range of policy and practice 
‘developments referred to elsewhere in this report. In the child-care field, there is 
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a substantial training requirement in the refocusing of children services and in 
the provision of residential child care. The Department will be discussing all 
these matters with the Central Council for Education and Training in Social 
Work and with employers and other interests. 


6. MANAGING THE DEPARTMENT OF HEALTH 


Introduction 


6.1 The Departmental Resources and Services (DRS) Group is responsible for 
the management of the Department itself. The Secretary of State has agreed 
the following medium-term objectives for this Group: 


@ to secure resources in the public expenditure survey, and to support business 
groups in managing these resources effectively and efficiently, in a way best 
suited to the new departmental structures, and ensuring that government 
requirements on financial and human resource management are met; 

@ to set a context for staff to give of their best by providing skilled and efficient 
human resource management support to line managers and to the 
Department corporately, and by developing and applying high-quality 
personnel systems and practices; 

@ to further the Department's policy objectives by ensuring the provision of 
high-quality statistical, economic, operational research, financial and public 
relations support as efficiently as possible and responsive to requirements of 
the relevant business groups; 

*@ to provide a cost-effective information technology, information, 
accommodation and office services infrastructure for the Department. 


6.2 The provision for these objectives appears in the 1997-98 Main Estimate 
for Class X1, Vote 21-4. 


Resources and Management 


Resources 

6.3 Table 6.1 gives information about the running costs of the Department. 
In addition to the savings realised so far, the Department will be reducing its 
gross control running costs still further so that in 1997-98 its allocation will be 
£8 million less than in 1996-97, a real-terms reduction of 4.8 per cent. 


Management 

6.4 The Department has continued to implement a major programme of 
change which started some three years ago. The last major organisational 
change was in April 1996, when the former regional health authorities (RHAs) 
ceased to exist and were replaced instead by eight regional offices of the NHS 
Executive. This change is intended to: 


@ produce a streamlined and more effective management system; 

@ further assist decentralisation, pushing decision-making down to local level; 
/ @ make substantial savings on administration costs which will be spent on 
patient care. Cost savings of £100 million have already been achieved. 


6.5  Asaresult of all these changes, the Department has managed a 
Substantial reduction in staffing numbers and costs (see tables 6.1 and 6.2). 
The apparent increase in staff numbers in 1996-97 is due to the transfer to the 
Department, in April 1996, of staff in the eight NHS regional offices (see 
paragraph 6.4). At the same time as reducing staffing numbers and costs the 
Department has sought to improve efficiency so that it can continue to 
discharge all its responsibilities fully and effectively. 
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? £ million 
1 991 92. 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-2000 


Table 6.1: Running Costs 


outturn outturn outturn outturn outturn estimated plans plans plans 
S. : __outturn 
Department of Health 
Gross running costs! 
Paybill 149 164 155 Si 148 149 
Other 138 162 149 143 141 129 
Total 287 326 304 294 290 278 271 271 271 
Related receipts -21 -16 -13 -10 -12 -14 -13 -14 -13 
Net expenditure a _ 266 310 292 284 278 264 258 257 258 
NHS Pensions Agency? 4 19 10 21 20 17 10; ie 15 15 
Medical Devices Agency2 4 7 - 10 0 eee ee = wh 9 10. 10 9 9 
Running costs by control area: 
Gross control! 269 305 295 287 282 269 261 261 261 
Net control areas: 
Medicines Control Agency? 3 
Gross expenditure 12 13 
Net expenditure 
NHS Estates Agency2 
Gross expenditure if 7 9 7 8 9 10 10 10 
Netexpenditure ae ee | eo kee Se . 


1 The gross figures are net of any VAT refunds on contracted out services. 
2 A Next Steps Executive Agency. 

3 The Medicines Control Agency became a Trading Fund on 1 April 1993 and previously operated under net running costs control. 
4 These figures are included in the Department of Health net expenditure figures above. 


6.6 It is largely doing this through Shaping The Future, the Department's 
organisational development programme, which began in early 1995. The aim of 
this programme is to help the Department to build on the changes it is 
undergoing to create a stronger and more effective organisation. Since its start, 
each major business area has taken forward its own programme of development 
activities with the active participation of staff at all levels, and a central section 
has been supporting managers to work with their teams to develop these more 
effective ways of working. With the introduction of this new section, emphasis is 
shifting away from the use of consultants to in-house support to provide 
managers with help and advice about organisational change. 


6.7 Shaping the Future quickly identified a need to improve performance in 
the way the Department manages its staff. As a result a major review of human 
resources Management was commissioned by the Departmental Management 
Board in July 1995. The Review Group proposed a number of objectives, the 
thrust of which were endorsed by the Departmental Management Board. These 
objectives are: 


@ to clarify the respective responsibilities of line management and the 
personnel function; 

@ to enhance the capability of line management; 

@ to enhance the capability of the personnel function to support line managers; 

@ to help staff to shape their careers and personal development; 

@ to ensure that staff are treated equitably. 


Table 6.2: Staff Numbers | E ome ; Staff-years 
1 April - 31 March 1991-92 1992-93 1993-94 / 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
actual actual actual actual actual estimated plans plans plans 
Z sa = = —— <% outturn = ee _— 
Department of Health Civil Servants FTEs4,355 4,413 4,412 4,325 3,801 4,342 3,778 3,778 3,778 
(Gross Control Area) Overtime 96 92 49 42 43 40 40 40 40 
Casuals 136 211 oe ee a ee a 60 
Total 4,587 4,716 4,638 4615 4,083 4515 3878 3878 3,878 | 
NHS Estates Agency! Civil Servants FTEs 128 135 105 103 101 140 158 158 158 
(Net Control Area) Overtime 0 0 1 1 2 2 0 0 0 
Casuals zZ Ss 0 aay Te 1 (a) ee Oe». 
Total 130 138 106 106 104 148158158158 
Medicines Control 
Agency2 Civil Servants FTEs 266 322_ 349° 250 356. 5376 407, 7 389 
TOTAL DEPARTMENT OF HEALTH —s—s 4,983 5,176 = 5,093. 4.971 4,543 5,034 4443 4443 4425 


1 Figures for the NHS Estates Agency area included within Department of Health (Gross Control Area) for 1990-91. 
2 The Medicines Control Agency became a trading fund on 1 April 1993. Figures for 1990-91 are included within Department of 
Health (Gross Control Area). 


6.8 Action to implement these objectives is in hand. For example, the 
Department has developed its personnel policies in a number of key areas, 
including pay and recruitment, in a way which gives line managers more 
‘authority. This process continues. The personnel function has been reorganised 
to make it more responsive to the needs of managers and better equipped to 
offer expert advice through a more efficient, integrated service. 


6.9 Underpinning these strategic changes have been detailed reviews of, and 
changes to, current personnel procedures. These include: 


a major programme for assimilating regional office staff on to the 
Department's pay and conditions of service; 

@ a review of the Department's performance management system for staff 
formerly in unified grade six and below; 

@ the abolition of former administrative and professional Civil Service grades 
and their replacement with an integrated pay system allowing for career and 
salary progression depending on performance; 

~ the replacement of the former system of promotion boards with recruitment 
by managers to specific posts (‘job specific selection’); 

@ a pilot management skills training programme; 

: @ the adoption of a new competence framework to support job specific 
selection and a new performance appraisal system; 

~@ the introduction of the new Senior Civil Service, with a new pay and 
performance appraisal system, in line with other government departments; 
~Mthe development of a wholly new ‘equity assurance’ process, including a 
revised grievance procedure; 

the development of a suite of programmes to support career management 
and development needs assessment for the Department's staff. 


6.10 The Department is committed to meeting the Investors in People 
Standard in 1997. A substantial effort is being made by management to 
improve training and development systems and to promote closer links 

between personal and business objectives. 
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6.11 The Department is anxious to improve the quality of internal 
management communications; a cross-departmental group has been set up to 
consider ways in which the quantity of internal communications can be reduced 
and the quality enhanced. 


Equal Opportunities | 
6.12 The Department has continued to give a high priority to equal 
opportunities and as part of its continuing commitment has taken forward a 
number of initiatives: 


@ it has applied for and been awarded the Disability Symbol ( April 1996); 

@ personnel officers have undertaken a programme of disability awareness 
training; 

@ an action plan has been prepared to implement the recommendations in the 
Report of the Advisory Panel on Equal Opportunities in the Senior Civil 
Service®:1; 

targets for recruiting women to posts at all levels have been agreed. 


6.13 The Department has an excellent record in appointing women to senior 
posts and is seeking to improve its record in relation to disabled and ethnic 
minority staff. Of 259 staff in the Senior Civil Service in post in January 1997, 
30.9 per cent were women, 3.2 per cent were disabled and 4.6 per cent were 
from ethnic minorities. These figures exclude regional office staff and all casual 
Staff in the remainder of the Department and its agencies. In addition, staff in 
the ‘not known’ category as regards ethnicity and disability have been excluded 
from these calculations. 


6.14 The overall representation of women, disabled people and people from 
ethnic minorities in the Department in January 1997 was 53.4 per cent, 4.4 per 
cent and 15.3 per cent respectively. The exclusion referred to in paragraph 
6.13 also applies to this data. 


Senior Civil Service Salaries 
6.15 Details of Senior Civil Service salaries in the Department are given in 
table 6.3. 


Table 6.3: Salaries in the Department of Health for Senior Civil Service 
Staff in Post at 1 April 1996 Divided Into £5,000 Bands 


_Payband(perannum)! : __._ + __No. of Staff 
Less than £40,000 5 
£40,000 —- £44,999 39 
£45,000 — £49,999 88 
£50,000 —- £54,999 102 
£55,000 — £59,999 62 
£60,000 — £64,999 30 
£65,000 — £69,999 16 
£70,000 — £74,999 16 
£75,000 — £79,999 13 
£80,000 — £84,999 
£85,000 — £89,999 10 
£90,000 —- £94,999 4 
£95,000 — £99,999 1 

Over £100,000 5 


1 Figures reflect staff in post at 1 April 1996, but showing 1 December salaries (ie, after the second 


stage of the SCS pay award) and including reserved rights to London Weighting and London 
Allowance. 


Recruitment 

6.16 The Department has systems in place to ensure that all external 
recruitment is carried out on the basis of fair and open competition in 
accordance with the Department's policies and with the requirements of the 
Civil Service Commissioners’ Recruitment Code®.2, 


6.17 The number of successful candidates in external competitions is shown 
_in tables 6.4 and 6.5 and, as required by the Code, gives the numbers of 
women, ethnic minorities and disabled people successful at each level. 


Table 6.4: Senior Civil Service 
Successful Candidates by Sex, Ethnic Origin and Disability Recruited into the Senior Civil 
Service of the Department of Health in 1996 


Male Female Ethnic Disabled! 
: me see Fa | ; Minorities! | 
15 jl 1 0 


1 Where known. 


Table 6.5: Posts at Former Unified Grade 6 and Below 
Successful Candidates by Sex, Ethnic Origin, and Disability at Former Unified Grade 6 and 
Below Recruited into the Department of Health in 1996! 


Male Female Ethnic Disabled2 
: = ; Minorities2 
1413 1604 38 7 


1 All appointments were made in accordance with the Civil Service Commissioners Recruitment Code, 
except for one secondee who was made permanent and 21 casuals who were converted to fixed-term 
appointments. These were with the permission of the Office of the Civil Service Commissioners. 

2 Where known. 

3 Includes four external fast-stream appointments. 

4 Includes four external fast-stream appointments. 


Baseline Performance 


Serving Parliament and Public 
6.18 The Department has one of the largest postbags in Whitehall. In 1996, 
45,439 pieces of correspondence were received. Ministers replied to 14,734 of 
these letters and the remainder were dealt with by officials. In addition, 5,300 
Parliamentary Questions were answered in 1996. As part of this work, the 
Department had to cope with a sharp rise in activity in the BSE/CJD area. The 
amount of parliamentary business and correspondence dealt with from April 
1996 to the end of September 1996 on this subject increased 10-fold compared 
to the comparable period in 1995. 


6.19 The Code of Practice on Access to Government Information®3, which first 
came into operation in April 1994, has continued to influence the way in which 
the Department handles official information. This includes making information 
available in response to specific requests, relating to the Department's policies, 
actions and decisions. The Department experienced an approximate six-fold 
increase in the volume of requests under the Code of Practice on Access to 
Government Information (as defined by the Cabinet Office) for information in 
1996, attributable mainly to advertising campaigns by the Cabinet Office which 
aimed to raise the public profile of the Code of Practice. 
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6.20 In September 1996, the Cabinet Office published a White Paper to mark 
the fifth anniversary of the Citizen’s Charter®-4 which is available from HMSO. 
This included a number of standards and commitments that affect how 
Government Departments and their Agencies deal with the public, for example 
the Department will aim to respond to all correspondence within 20 working 
days and see people within 10 minutes of their appointment times. These 
standards and commitments will be in place by April 1997 and performance 
against them will be published in future Departmental Reports. . 


Public Appointments 

6.21 In April 1996, the Commissioner for Public Appointments published his 
Guidance on Appointments To Executive Non-Departmental Public Bodies and 
NHS Bodies®.°. In anticipation of this guidance, further refinements to the 
Department's procedures for making appointments to NHS authorities and 
trusts were made and used for appointments to the 100 health authorities 
established from April 1996. The procedures for making appointments to 
Executive Non-Departmental Public Bodies (ENDPBs) and NHS Bodies were also 
updated and formalised in internal guidance in July 1996. These revised 
procedures have been followed since July 1996 in making all appointments to 
ENDPBs, NHS authorities and trusts, including the exercise in 1996 when just 
under 800 appointments to NHS trusts were made. 


6.22 One of the recommendations of the Nolan Report®-© on standards in 
public life was that all Secretaries of State should report annually on the public 
appointments made by their Departments either as part of their Departmental 
annual report or as a free-standing document. The first annual report covering 
appointments to NHS bodies and ENDPBs, made by and on behalf of the 
Secretary of State for Health, was published by the Secretary of State in 
November 1996-7. The report gives details of all 3,452 people appointed to 
these bodies by April 1996. 


6.23 The Department is committed to improving the representation of people 
from ethnic minorities and women on the boards of NHS bodies and all NDPBs 
and set targets to increase the appointment of people from ethnic minorities to 
4 per cent and women to 40 per cent by the end of September 1996. Table 6.6 
shows how the Department progressed towards these targets: 


Table 6.6: Appointment of Women and People from Ethnic Minorities to 
NHS Bodies and NDPBs as at 30 September 1996 


Appointments as at 30 New goals for 

September 1996 1997-2000 

% of % of % of % of 

ethnic women! ethnic women 
ae Wes _minorities' sis miinorities 
Health Authorities 6 41 
NHS Trusts 5 40 62 432 
Special Health Authorities 9 33 
NDPBs 4 26 5.5 25 
Total 6 40 5.9 41 


1 Figures are rounded to the nearest whole number. 


2 The goals for appointments to Health Authorities, NHS Trusts and Special Health Authorities apply to 
total appointments across all NHS bodies. 


6.24 The Department will aim to seek more nominations of women and 
members of ethnic minorities by collaboration with national women’s 
organisations and ethnic minority organisations, industry and professional bodies. 
In addition, the NHS Executive is considering the use of targeted advertising. 


Deregulation 

6.25 The Department attaches great importance to reducing regulatory, 
administrative and enforcement burdens on business, the voluntary sector and 
local government. The Department's strategy for reducing such burdens, its 
achievements in 1996-97 and plans for 1997-98 are set out in annex I. 


Payment of Bills 

6.26 The Department complies with the CBI prompt payment code and the 
new British Standard on prompt payment. The Department's policy is to pay bills 
in accordance with agreed contractual conditions or, where no such conditions 
exist, within 30 days. Where appropriate, departmental contracts also require 
contractors to make payments to sub-contractors within 30 days of receipt of 
an invoice. The percentage of invoices paid within the contracted period or, 
where no terms were set, within 30 days of the presentation of a valid invoice 
was 87.1 per cent in 1993-94, 91.9 per cent in 1994-95 and 95.2 per cent in 
1995-96. The figure for the period June to August 1996 has fallen to 83.7 per 
‘cent. This is due to the additional work resulting from the Department taking on 
the responsibility for paying the bills of the eight regional offices (from April 
1996), which resulted in an almost 200 per cent increase in the number of 
invoices processed. The Department is taking steps to improve the position. 


Maladministration 
6.27 In 1996, the Department paid £97,685 following three instances of 
maladministration. 


Departmental Spending on Publicity and Advertising 

6.28 The Department runs a number of publicity campaigns directly and 
places contracts for others with the Health Education Authority (HEA) and other 
Organisations. Much of this is reported in chapter 3. Spending in 1996-97 is 
planned to be £39.8 million. The main components of this are given in table 
6.7. The balance of £4.6 million includes other HEA campaigns and other 
Departmental core expenditure, which includes over 50 separate campaigns, 
many of which amount to only a few thousand pounds each. 


Accommodation 

6.29 In April 1996, the Department took over full responsibility for its 
buildings from Property Holdings as part of a government-wide change to the 
Way in which the civil estate is managed. At the same time, the regional office 
accommodation transferred from NHS to the civil estate. 
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Table 6.7: Departmental Spending on Publicity and Advertising 1996-97 


Campaigns run bythe Department £ million 
Health of the Nation 2.6 
Organ Donation lee: : 
National Blood Publicity ils: | 
Help with NHS Treatment Costs 1.0 
Health Service Professional Recruitment 2.0 
Patient's Charter 0.5 
Ambulance Services — Changes to 999 Calls 0.9 
Reciprocal Health Care — Leaflet T5 1.0 
Keep Warm Keep Well 0.6 
Total 11.2 

Campaigns run by the HEA and other organisations £ million 
Anti-Smoking Campaigns 6.5 
HIV & AIDS 3.2 
Drugs 5.0 
Physical Activity 3.0 
Vaccination and Immunisation 1.8 
Contraceptive Education/Emergency Contraception WS 
Folic Acid 0.8 
Alcohol 0.8 
Skin Cancer 0.7 
Nutrition 0.7 
Total 24.0 


Environmental Stewardship 
6.30 The Department has produced its Second Environmental and Energy 
Action Plan, maintaining its commitment to sound environmental stewardship 
in the management and housekeeping of its estate and daily business. The new 
plan builds on the work successfully initiated in the first Environmental Action 
Plan and has three main strands: 


@ extending actions that proved successful on the Department's central 
London estate to the rest of its buildings, for example the new regional 
offices; 

@ moving from monitoring to target setting where base data is available and 
reliable; 

@ an increasing emphasis on waste minimisation. 


Executive Agencies 


6.31 The Department has set up four executive agencies under the Next Steps 
programme: 


@ Medical Devices Agency (MDA) — a Prior Options review of the MDA will take 
place in 1999. 

@ Medicines Control Agency (MCA) —a Prior Options study of the MCA was 
carried out in 1994, and Ministers have agreed its conclusions that the 
options of abolition, privatisation and the contracting out of the Agency's 
core functions are not practicable or feasible. However, there are support 
functions which might beneficially be placed on a contractual basis. 

@ NHS Pensions Agency — Ministers are considering the recommendations of 
the Prior Options Review of the Agency. 


@ NHS Estates Agency - following the completion of the review of the NHS 
Estates Agency, Ministers have announced their intention to privatise the 
Agency's non-core functions in due course. 


The relationship between the Department and its Agencies is set out in the 
relevant Framework Documents which are available from the Agencies. Further 
details about the management of the Agencies are set out at annex G. 


Executive Non-Departmental Public Bodies (ENDPBs) - 
Policy Reviews 


6.32 During 1996, four of the Department's seven ENDPBs (see annex H) 
underwent Policy Reviews (including Prior Options Reviews). The Reviews of the 
Public Health Laboratory Service (PHLS), National Radiological Protection Board 
(NRPB), National Biological Standards Board (NBSB) and the Human Fertilisation 
and Embryology Authority (HFEA) recommended that the four bodies should 
remain within the public sector and retain their present status. In addition, 
action was recommended to enhance the efficiency and effectiveness of these 
bodies. In the case of the PHLS, NRPB and NBSB, this included putting in place 
new systems to improve management of research programmes. The 
Government announced in November 1996 (HFEA) and January 1997 (PHLS, 
,NPRB and NBSB) that it had accepted the recommendations of the Reviews. Of 
the remaining three ENDPBs, the Medical Practices Committee (MPC) was 
reviewed in 1995 and the Central Council for Education and Training in Social 
Work (CCETSW) and the English National Board for Nursing, Midwifery and 
Health Visiting (ENB) are due to be reviewed in 1997. 


Future Plans 


Efficiency and Value for Money 

6.33 The Department produced its second Efficiency Plan in May 1996. The 
Plan brings together in one document the measures being taken in the coming 
financial year to manage the Department's business more efficiently and 
effectively. Efficiency planning now forms an integral part of the business 
planning cycle. There is now less emphasis on Competing for Quality®8 and 
more on using the wide variety of efficiency techniques available. The key 
features of the efficiency strategy for 1996-97 are: 


@ the organisational development programme (see paragraph 6.6); 

@ the extended use of IT across the Department, including its regional offices; 
@ the rationalisation of the London estate; 

® a human resource management strategy (see also paragraph 6.7) 


6.34 The 1996 Efficiency Plan also looked at what had been achieved in the 
previous financial year and what measures had been taken to seek value for 
money in its core services. Competing for Quality played an important role in 
achieving this with savings of £15.6 million up to the end of March 1996. 
Although the Department's Efficiency Unit will continue to seek areas which can 
be subjected to competition, the scope for market testing will be limited. 


6.35 The Department has been implementing the recommendations of the 
Efficiency Unit Scrutiny on Resource Management Systems®-9, published in May 
1995, as part of its organisational development programme. This includes: 
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@ building on the improvements in the business planning process in the 
previous two years to further develop the culture of planning and the 
efficient and effective management of resources in the Department; 

@ making efficiency planning part of the business planning process; 

@ taking forward the objectives of the human resource strategy; 

@ re-engineering core business processes, such as answering oral Parliamentary 
Questions and preparing briefing for Ministers, to promote better ways of 
working thus reducing the amount of resource needed to carry out these 
activities; 

@ introducing resource accounting from 1997-98, taking the opportunity to 
improve the production and availability of financial management 
information in the Department. More information about the introduction of 
resource accounting follows. 


Resource Accounting 


6.36 The White Paper Better Accounting for the Taxpayer’s Money: The 
Government's Proposals: Resource Accounting and Budgeting in 
Government®:19 was published in July 1995. It confirmed that all departments 
would have resource accounting systems in place by April 1998, although 
1999-2000 would be the first year for which resource accounts would be 
published and laid before Parliament. It also announced that the Government 
had decided to go ahead with resource budgeting. This means, in particular, 
that the Department's existing cash limits will be replaced by an accruals based 
resource budget and associated departmental financing — essentially cash — 
requirement. Subject to legislative approval, the first resource based Estimate 
will be presented to Parliament for 2001-02. 


6.37 Aresource-based system of public expenditure planning and control is 
intended to improve management and value for money for the taxpayer by: 
making decision-makers focus more on resources consumed and not just on 
cash spent; treating capital expenditure in a way which better reflects its 
economic significance; and encouraging a greater emphasis on outputs and the 
achievements of aims and objectives. 


6.38 For the Department, the boundary of the consolidated resource accounts 
will include the accounts of the core department (ie, the NHS Executive and the 
Wider Department), the executive agencies (except the trading fund, MCA) and 
health authorities that purchase health care. Although NHS trusts and most 
non-departmental public bodies will be outside the boundary — reflecting the 
arm's length relationship the Department has with these bodies — the 
Department's investment in NHS trusts (ie, outstanding loans and Public 
Dividend Capital) will appear in its balance sheet. 


6.39 The Department is on target to produce its first set of resource accounts 
on a trial basis for the financial year 1997-98. The existing accounting system is 
being modified to meet the requirements of resource accounting. 
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ANNEX A CASH PLANS TABLES 


Table A1: Cash Plans Hospital, community health, family health and related services, Department of 


Health administration, miscellaneous health and personal social services, England 
The expenditure in this table relates to the 1997-98 Supply Estimates for Class XI Votes 1 and 2 


<— 3 ; : : : £ million 
1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
Vote outturn outturn outturn outturn outturn estimated plans plans plans 
Section : : 7 Ps outturn 
Department of Health 
Central government expenditure 
Health services 
Voted in Estimates 
1A National Health Service 
hospital, community health, 
family health (cash limited) 
and related services 
Current expenditure 18,206 20,259 21,691 23,308 24,787 26,235 27,730 25,851 26,385 
Capital expenditure 1,239 1,091 550 275 260 274 62 152 147 
Total 19,445 21,350 22,241 23,583 25,047 26,509 27,792 26,003 26,532 
1B National Health Service trusts 39 225 333 577 436 280 362 288 323 
National Health Service family 
health services (non-cash 
limited) 
1C General Medical Services 1,657 1,766 1,839 1,901 1,966 2,051 2,136 
1D Drugs 2,192 2,346 2,323 2221 2,203 1,998 1,648 
1E Dispensing costs 604 658 677 679 706 741 765 
1F Prescription charge income -218 -242 -265 -287 -299 -294 -373 
1G General dental services 842 911 855 896 908 957 1,022 
1H General ophthalmic services 141 172 192 213 223 241 255 
1 Other family health services 2 2 2 2 2 2 8,085 8,255 
Total 5,219 5,613 5,622 5,625 5,709 5,695 5,454 8,085 8,255 
Departmental administration 
and agencies 
2A Central Department 253 318 268 261 259 245 235 235 235 
2B NHS Estates -2 -1 # -1 -1 oa # # # 
ZG NHS Pensions Agency 19 10 21 20 17 17 15 15 15 
2D Medical Devices Agency 10 10 11 11 8 8 10 10 10 
2E Youth Treatment Service 3 4 4 6 4 3 -1 
MCA 5 # 
Total 278 340 303 296 287 273 259 259 259 
MCA Trading Fund 5 
Central health and 
miscellaneous services 
2F Non departmental public 
bodies and special health 
authorities 73 1D 78 80 79 80 79 79 79 
2G Other services including 
medical, scientific and 
technical services, grants 
to voluntary bodies, 
research and development 
and information services 191 159 159 161 160 167 161 166 166 
2H Welfare food and European 
Economic area medical 
costs 158 193 214 222 259 292 287 286 298 
Total _ 422 428 451 463 498 539 526.7 531 543 
Total voted in Estimates 25,403 27,957 28,955 30,543 31,977 33,296 34,393 35,166 35,912 
Of which: 
Central government's own 
expenditure 25,364 27,731 28,618 29,966 31,541 33016 34,031 34,878 35,589 
Public corporations 39 225 S32 577 436 280 362 288 323 
= __ Trading funds 5 
\ 
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ef 2 pay = ee es SP oN ——_ — _ _£ million 
1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
Vote outturn outturn outturn outturn outturn estimated plans plans plans 
Section —_ = = a = == ____outturn_ 


Other (non-voted) 
National Health Service 
hospital, community health, 
family health (cash limited) 
and related services 


Current expenditure # # 
Capital expenditure 
Total # # 
National Health Service trusts -64 -2 -30 14 -35 -36 -52 -50 -57 


National Health Service family 
health services (non-cash 
limited) 
General Medical Services 
Drugs # 
Dispensing costs 
Prescription charge income 
General dental services 
General ophthalmic services 


Other family health services it # 
Total it # 
Departmental administration 
Central department 16 16 17 16 17 17 17 a7 17 
' NHS Estates # 
NHS Pensions Agency 


Medical Devices Agency 
Youth Treatment Service 


MCA -2 # 

Total 14 16 17 16 17 17 17 17 17 
MCA Trading Fund 

Current expenditure 9 9 10 10 10 10 10 
Central health and 

miscellaneous services 


Non departmental public 
bodies and special health 
authorities 

Other services including 
medical, scientific and 
technical services, grants 
to voluntary bodies, 
research and development 
and information services #t -1 -1 -2 -1 

Welfare food and European 
Economic area medical 


costs 
Total ' _# -1 3 ie eee ; : 
Total other (non-voted) -50 13 -6 37 -10 -10 -24 -23 -29 
Of which: 
Central government's own 
expenditure 14 16 24 23 26 27 27 27 27 
Public corporations (excluding 
nationalised industries) -64 -2 -30 14 -35 -36 -51 -50 -56 
Total Health Services 25,353 27,970 28,950 30,579 31,968 33,287 34,368 35,143 35,883 
Of which: 
| Central government's own 
expenditure 25,377 = =—27,747_ —-28,642 | 29,989 31,567 33,043 34058 34,905 35,616 
Public corporations (excluding 
nationalised industries) -24 223 303 590 401 244 310 238 266 
Trading funds 5 1 1 1 
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£ million 


1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
Vote outturn outturn outturn outturn outturn estimated plans plans plans 
Section _ : outturn 
Other Services 
Voted in Estimates 
2I Personal social services 
Current expenditure 26 30 32 32 31 31 33 33 32 
Capital expenditure -1 2 3 # -1 # # # # 
Total 25 31 34 a7 30 31 33 33 32 
1A/25 _ Civil Defence —_ 1 1 2 1 1 1 2 2 2 
Total voted in Estimates 26 32 36 33 31 33 35 34 34 
Of which: 
Central government's own 
expenditure — _ 26 032 36 33 31 EE) 35 34 34 
Total other (non-voted) 
Of which: 
Central government's own 
expenditure 
Public corporations (excluding 
7 ____ nationalised industries) = ae 
Total central government 
expenditure 25,379 28,002 28,986 30,612 31,998 33,320 34,403 35,178 35,917 
Of which: 
Central government's own 
expenditure 25,404 27,780 28678 30,022 31,598 33,076 34,092 34,939 35,650 
Public corporations (excluding 
nationalised industries) -24 223 303 590 401 244 310 238 266 
Trading funds / Paes — 5a Z 1 1 1 
Central government grants to local 
authorities 
Voted in Estimates 
Current grants within AEF 
2K Training support programme for 
social services staff 25 29 32 33 35 35 35 35 35 
2L Services for people with HIV and 
AIDS 10 15 12 13 He! 14 14 14 14 
2M Services for alcohol and drug 
misusers 1 2 2 2 a 2 2 2 2 
2N Services for people with mental 
illness 19 30 34 36 47 58 67 67 67 
20 Guardian ad litem and reporting 
officer service 6 6 6 6 6 6 
2P Community care grant 565 736 648 418 325 
2Q Provision for secure accommodation iH a a # # # 
Long-term care capital disregard increase 64 
2R Unaccompanied asylum-seeking 
and refugee children z! 3 3 3 
a ___ Services for people seeking asylum _ = = een A a e 25: o/s 
2Q Capital grants 
Provision for secure accommodation 2 1 2 5 21 rs | 13 8 8 
IL Rehousing of displaced families bass SE _# : - # # 
Total central government grants to 
local authorities 58 83 654 831 772 654 466 130 130 
Of which: 
Current within AEF 56 82 652 827 752 627 453 122 122 
____ Capital — ’ ee es To pee a SE ae) a! pee ieee. 8 & 
_Creditapprovals 106 126_ 132 140 145 105 68 64 66 
Total central government support 
to local authorities _ 164 209 786 972 918 759 535 194 196 
Total Department of Health 25,543 28,212 29,772 31,584 32,916 34,078 34,938 35,372 36,113 
Of which: 
— Voted in Estimates ___—-25,487__—~«28,072 29,645 —_-31,407_—«432,781 «33,983 34,894 35,331 __ 36,076 


1 Cash amounts below £0.5 million are not shown, but are indicated by #. 


2 Totals may not sum due to rounding. 
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Table A2: Cash Plans — National Health Service (Superannuation, etc) England & Wales 
The expenditure in this table relates to the 1997-98 Supply Estimates for Class XI Vote 3 


£million 


Vote NHS Pensions 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
section Agency outturn outturn outturn estimated plans plans plans 
a. tes outturn— 2 = : 
3A Pensions etc: annual re a 
pensions, lump sums, 
death gratuities, 
widows and 
dependants 1,107 LAS 1,297 1,433 1,527 1e25 1,730 
Superannuation benefits 
Payable in compensation cases 159 211 219 223 250 256 261 
Pensions Increase: annual 
pensions, lump sums, 
death gratuities, widows 
and dependants. 471 474 482 oil 531 566 602 
Payments made to Local Authorities 19 19 16 18 14 13 12 
Payment of transfer values 65 34 26 102 26 26 26 
Repayment of Superannuation 
Contributions (Net of Income Tax) 8 6 7 6 7 6 6 
Payment of Income Tax on repayments 
’ of contributions 1 1 2 2 1 1 1 
Contributory payments in respect of 
persons subject to other Superannuation 
arrangements # # # # # # # 
Contributions Equivalent Premiums 
to the State Pension Scheme 9 6 6 5 6 6 6 
Appropriations in Aid 
Superannuation contributions 1,190 1,218 1,240 1,339 1,472 1,575 1,685 
Transfer values 25 29 32 57 85 67 63 
Deductions from returns of contributions 
and lump sum payments towards 
payments in lieu of graduated contributions # # it a i # # 
Certified amounts of contributions 
equivalent premiums 2 2 2 2 2 2 2 
Recovery of Contributions Equivalent 
premiums from the State Pension Scheme x 1 1 # 1 1 1 
Total NHS Pensions Agency 620 682 780 922 802 854 893 


1 Cash amounts below £0.5 million are not shown, but are indicated by # 
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Table A3: Reconciliation Between Cash Plans Table and Estimates 


1996-97 


1997-98 


1995-96 
outturn estimated plans 
x = ’ = ; outturn | ; 
Public expenditure within 
the Control Total (as in cash 
32,916 34,078 34,938 
Less non-voted expenditure 
within the Control Total -136 -95 -44 
Voted expenditure included in the 
Control Total 32,781 33,983 34,894 
Voted expenditure not included in 
the Control Total 
Trust debt remuneration 930 1,000 1,207 
NHS contributions -4,297 -4,452 -4,717 
780 922 802 
1 ae 
Total voted expenditure not 
__ included in the Control Total -2,587 -2,529 -2,707 
Total voted expenditure 30,194 31,454 32,187 
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Table B1: National Health Service, United Kingdom - By Area of Expenditure 7 — £million 


1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 


outturn outturn outturn outturn outturn estimated plans plans plans 
= : - =: == Se ee 2 eed ____outturn — - : 

Central Government Expenditure en <a 
National Health Service hospital, 

community health, family health 

(cash limited) and related services 24,612 26,752 27,686 28,819 30,324 31,623 32,505 33,116 33,741 
National Health Service trusts -25 222 329 638 489 a7) 382 327 327 
National Health Service family health 

services (non-cash limited) U,S22 8,003 8,388 8,825 9,244 9,771 10,139 10,440 10,671 
Departmental administration 353 416 375 366 358 345 332 331 329 
MCA Trading Fund 5 0 0 0 1 1 1 
Central health and miscellaneous 

services 785 849 728 749 794 877 833 825 836 
Total 
Gross 33,048 36,242 37,59 39,398 41,209 42,987 44,203 45,039 45,904 
Charge and receipts -1,635 -1,610 -1,656 -1,629 -1,749 -1,873 -1,799 -1,690 -1,659 
Net 31,413 34,632 35,854 37,768 39,460 41,115 42,404 43,349 44,245 
Total at 1995-96 prices 
’Gross 36,945 38,877 39,107 40,355 41,209 41,939 42,279 42,234 42,202 
Percentage real terms change +5.2 +0.6 +3.2 +2.1 +1.8 +0.8 -0.1 -0.1 
Net 35,147 37,150 37,380 38,686 39,460 40,112 40,559 40,649 40,677 
Percentage realtermschange +5.8 +0.6 +3.5 +2.0 +1.7 +1.1 +0.2 +0.1 
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ANNEX C MINISTERIAL RESPONSIBILITIES 
Secretary of State: The Rt Hon Stephen Dorrell MP 
C.1_ Has overall responsibility: for the work of the Department. 
Minister of State (Minister for Health): 

Gerald Malone MP 


C.2 Responsibility for: the NHS in general and management issues; 
Purchasing; Primary care and GP Fundholding; General Medical Services; NHS 
pay; NHS personnel; Medical and dental manpower and education; Junior 
doctors’ hours; Sponsorship including health exports; Pharmaceutical industry 
including PPRS; Pharmaceutical services including prescribing and NHS drugs 
bill; Independent health care sector; London issues; General Dental Services; 
NHS appointments: overview; North Thames, South Thames, Trent, West 
Midlands; European Union and international affairs; Research; Medicines 
(licensing issues etc.); General ophthalmic services; NHS communications. 


Parliamentary Under Secretary of State: 
John Horam MP 


C.3 Responsibility for: Acute services (including cancer); Blood; Laboratories; 
Supplies; Private finance initiative; Income generation; VFM/competitive 
tendering; Capital investments; DH management (including Agencies); 
Deregulation; Patient's Charter; Waiting Lists; Complaints; Community Health 
Councils; NHS casework: closures, mergers, Approval in Principle (AIPs), trusts. 
NHS Appointments — Northern & Yorkshire; North West Regions; 
Transplantation; Ambulances and A&E; Civil defence; Information management 
& technology; Statistics; Confidentiality; Abortion; Family planning; Human 
Fertilisation & Embryology Authority (HFEA); Hospital security; NHS estates; 
Crown immunity. 


Parliamentary Under Secretary of State: 
Simon Burns MP 


C.4 Responsibility for: Community care (services for elderly people, including 
NHS continuing care); General Social Services; Services for people with mental 
illness including special hospitals and homeless mentally ill; Alcohol misuse; 
Drug misuse; Disabilities, including people with sensory and learning disabilities; 
Children’s services (including adoption, fostering, child protection, DH aspects 
of juvenile offenders, Children Act, children’s residential care, children’s day care 
and the Youth Treatment Centre and child and adolescent mental health 
services); NHS Appointments — Anglia & Oxford, South & West Regions and the 
Special Health HospitalAuthorities; Voluntary sector (including Section 64 grant 
scheme). 
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Parliamentary Under Secretary of State: 
Baroness Cumberlege CBE 


C.5 Responsibility for: AIDS/HIV; Cot deaths; Ethnic health; Euthanasia; Family 
issues, Health education and promotion; Health variations; Immunisation; 
Infectious diseases; Public health; Smoking; Women's health, including maternity 
services, breast and cervical cancer screening and treatment; All Parliamentary 


Business in the Lords; Alternative therapies; Environment and health, including 
pesticides, sheep-dips and air quality; Food safety; Green issues: Health of the 
Nation; Health Education Authority; Hospices; Hospital Chaplaincy; Nursing; 
Nutrition; Opportunity 2000; Professions allied to medicine (PAMS) including 
physiotherapists, speech therapists, occupational therapists and chiropodists; 
sponsor Minister for Plymouth. 
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ANNEX D STRUCTURE OF THE DEPARTMENT 
OF HEALTH 


Secretary of State for Health 
The Rt Hon Stephen Dorrell MP 


Chief Executive 
Alan Langlands 


Permanent Secretary 
Sir Graham Hart 


Chief Medical Officer 
Sir Kenneth Calman 
Deputy Chief Medical Officer 
Dr Jeremy Metters 
(responsible for Medical Support Division) 


Public Health Group Departmental Social Care Group Nursing Group Research & NHS NHS 


Dr Eileen Rubery Resources & Sir Herbert Laming Yvonne Moores Development Executive Executive 
& Services Group & Division HQ Regional 
David Walden Joe Pilling Tom Luce Prof John Swales Offices 


(8) 


ee 


1. The Chief Medical Officer provides medical advice to the whole Department. 
2. Departmental Agencies and Non-Departmental Public Bodies are not shown 
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Notes: 
1 The Chief Medical Officer provides medical advice to the whole Department. 


2 Departmental Agencies and Non-Departmental Bodies are not shown. 


eT hth Ss he 


118 


ANNEX E 


ANNEX E STRUCTURE OF THE NATIONAL 
HEALTH SERVICE 


Secretary of State for Health 


i : 
ee ee ee tee ee ae < eae 


Health 
Authorities 
(100) 


NHS Trusts 
(429)' 


Special Health 


Authorities (13)! 


2 ns ee se ee ee 


General Medical Practitioners 


GP Fundholders (31,748)! 2 
ic: (13,423)' General Dental Practitioners 
(15,951)! 
Pharmacies (9,787) 
4 Ophthalmic Contractors 
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(6,778)! 


Management Contracts Administration 


1 Numbers used are indicative numbers of health bodies, GPs, etc, and are subject to fluctuation. 
2 GMPs include fundholders and non-fundholders. 
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ANNEX F PURCHASER AND PROVIDER BASED 
INFORMATION 


Introduction 


F-1 ‘There are inherent differences between activity reported by NHS 
purchasers and NHS providers in England. Figure F1 shows schematically the 
relationship between the two sets of data. 


Figure F1: Coverage of NHS Provider and NHS Purchaser Activity Data in England 


NHS Providers NHS Purchasers 


Activity 
purchased and 


provided by the 
NHS in England 


Private patients Purchases from private hospitals 
Supra regional services! Purchases from the NHS 
Non England UK Residents outside England 


Non UK residents funded 
by the Dept of Health 


1 Covered by National Specialist Commissioning Advisory Group from 1 April 1996. 
Differences in Coverage 


F2 The levels of activity recorded by NHS providers (trusts and DMUs) 
include privately funded patients and patients from outside England, but 
exclude NHS funded care provided by non-NHS providers. 


F.3 In comparison, purchaser activity measures purchases made by English 
health authorities and GP fundholders for their populations whether carried out 
by NHS or non-NHS providers in England or elsewhere in the United Kingdom. 
This includes activity purchased from private hospitals and NHS hospitals 
outside England, but excludes private patients and patients from outside 
England treated in English NHS hospitals. Therefore, the common ground 
between purchasers and providers is activity which has been both purchased 
and provided by the NHS in England. 


Table F1 summarises trends in activity purchased by health authorities and GP 
fundholders. The main points are: 


@ Weighted activity growth in 1995-96 was 4.2 per cent, slightly less than in 
each of the preceding two years. 

@ The overall growth of general and acute (G&A) inpatient activity in 1995-96 
was 5.3 per cent, compared with an average annual growth (based on the 
last three years) of 5.6 per cent. 

@ Growth in total elective activity increased 5.8 per cent in 1995-96 due to the 
growth of 14 per cent in day cases. Day cases accounted for more than 56 
per cent of total elective activity in 1995-96. 
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@ Non-elective admissions have increased steadily over recent years. The 
growth of 4.7 per cent for 1995-96 was slightly above the average annual 
growth of 4.5 per cent. Work is in hand to understand better the factors 
underlying the sharp increases in emergency admissions experienced by some 
providers. 

Reflecting the drive to reduce outpatient waiting times, outpatient episodes 
grew by 5.5 per cent in 1995-96. Growth for 1996-97 is estimated to be 
slightly higher at 6.2 per cent. 


@ In contrast to 1994-95, the number of community bed days for the mentally 
ill (in nursing homes, residential homes and group homes) purchased by the 
NHS grew by less than the reduction in hospital bed days, an increase of 
270,000 compared with a decrease of 350,000 respectively. 


@ There was an increase of 1.3 per cent in total community and paramedical 
contacts in 1995-96 compared with the number purchased in 1994-95. 


Table F1: Hospital and Community Health Services — Purchaser Based Activity 
England 1991-92 to 1995-96 
___ Thousands and percentages 
Average Growth 
annual growth 1995-96 


1991-92 to over 
_ ela ae 1991-92 1992-93 1993-94 1994-95 1995-96 1995-96 1994-95 
Weighted activity growth n/a 5.0% 4.8% 5.2% 4.2% 4.8% 4.2% 
General and acute Total 7,267 7,620 8,056 8,584 9,039 5.6% 5.3% 
(finished consultant episodes) 

Elective total : 3,805 4,044 4,275 4,643 4,913 6.6% 5.8% 
Day cases 1,436 1,709 2,007 2,418 2,759 17.7% 14.1% 
Other electives 2,369 2,335 2,268 2,225 2,154 -2.4% -3.2% 

Non electives 3,462 3,576 3,781 3,941 4,126 4.5% 4.7% 

Outpatient first attendances 8,315 8,545 8,817 9,349 9,863 44% 5.5% 

A&E attendances n/a 12,743 13,201 13,483 14,121 3.5% 4.7% 

Ambulance journeys (emergency and urgent) n/a 3,261 3,442 3,617 3,842 5.6% 6.2% 
Community and paramedical contacts 109,786 111,709 117,907 120,094 121,654 2.6% 1.3% 
Learning disabilities 

Hospital bed days 6,574 6,100 4,961 4,356 3,588 -14.1% -17.6% 

Community bed days 3,697 3,979 4,934 5,624 5,820 12.0% 3.5% 
Mental illness 

Hospital bed days 14,547 13,910 12,633 12,402 12,054 -4.6% -2.8% 

Community bed days 2,224 2,333 2,726 3,124 3,392 11.1% 8.6% 

Day care attendances 3,818 3,913 4,037 4,263 4,363 3.4% 2.3% 
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ANNEX G EXECUTIVE AGENCIES OF THE 
DEPARTMENT OF HEALTH 


Medical Devices Agency 


G.1_ The Medical Devices Agency was launched in September 1994. It 
safeguards public health by ensuring that medical devices and equipment for sale 
or use in the United Kingdom meet appropriate standards of safety, quality and 
performance. It has some 140 staff, mainly in London, but with some in Blackpool 
and Surrey, and total costs of £14.7 million offset by income of £1.8 million. 


G.2 The Agency analyses and investigates reports from users about adverse 
incidents involving devices; issues safety warnings; manages a product 
evaluation programme; helps set national and international safety and 
performance standards; and offers advice on medical devices to a wide range of 
customers. It leads for the United Kingdom in negotiating and implementing a 
series of European Directives. As the Competent Authority for the United 
Kingdom, it enforces the Regulations which support the Directives; appoints 
and monitors Notified Bodies which ensure that manufacturers comply with 
certain requirements of the Regulations; and assesses applications from 
manufacturers for clinical investigations. 


Key Tasks and Targets 1995-96 

G.3 The Agency met most of its key targets for 1995-96. It investigated 4,300 
adverse incidents (12 per cent more than in 1994-95); contributed to the work of 
some 140 committees and working groups writing new European and International 
Safety Standards; handled numerous enquiries on the Medical Devices Regulations, 
distributing 2,200 information packs; and published 138 device evaluation reports. 
It also published and widely distributed guidance on the safe use of lasers in medical 
and dental practice, on decontamination of medical devices, and on the transport of 
neonates. In the summer of 1996 it relocated its London office. Further details can 
be found in the Agencys Annual Report and Accounts for 1995-96. 


Key Targets 1996-97 
G.4 The Agency's key targets, published in its 1996-97 Business Plan, are to: 


@ issue 95 per cent of Hazard notices within 30 days and 100 per cent within 
three months; 

@ finalise 65 per cent of reports on single product evaluations within 44 weeks 
and 100 per cent of all evaluations within 16 months; 

@ make 10 per cent efficiency savings in the operation of the Evaluation Programme; 

@ develop a Cost Weighted Activity Index as a corporate indicator of the 
Agency's overall efficiency and make efficiency savings of at least 3 per cent; 

remain within reduced running costs and other cash limits while maintaining 
its core services; 

® untie at least 50 per cent of the NHS Evaluation Programme funds; 

@ ensure 100 per cent cost recovery from notified body and clinical 
investigation charges; 

5 develop procedures for enforcing United Kingdom medical devices Regulations; 

Sd develop an improved strategy for dissemination of safety warnings. 


Forward Plans 


G.5 The Agency's Corporate Plan highlights three of its activities where there 
are likely to be challenging changes and developments within the next few years: 


| 


@ to enforce new United Kingdom Regulations for control of the safety, quality 
and performance of medical devices, while maintaining a constructive 
relationship with industry; 

@ to maintain high-quality and responsive services, within a reducing budget, 
while adapting to changes in technology and the structure of the NHS; 

to obtain funding for the evaluation programme from readers of the reports, 
while making it cost-effective and ever more responsive to customer needs. 


G.6 Any of the documents mentioned above can be obtained from the MDA, 
Hannibal House Elephant & Castle, London SE1 6TQ. Tel: 0171 972 8133. 


Medicines Control Agency 


G.7_ The Medicines Control Agency (MCA) was launched as an executive 
agency in July 1991 and became a trading fund in April 1993. It safeguards 
public health by ensuring that all medicines on the United Kingdom market 
meet appropriate standards of safety, quality and efficacy. This is achieved 
through a system of licensing, inspection, enforcement and the monitoring of 
medicines after they have been licensed. The Agency employs just over 400 
staff with an annual turnover of £22 million derived from fees charged to the 
pharmaceutical industry. These fees wholly cover the Agency's costs. 


‘Key Tasks and Targets 1995-96 
G.8 The Agency achieved all its high level targets in the area of safety and most 
of its other targets, in many instances exceeding them, while also achieving over 3 
per cent efficiency gain. During the year, the Agency addressed several major 
pharmacovigilance issues of public health importance, set up the Patient Pack 
Initiative and further enhanced the Agency's new computer licensing database. 


G.9 The Agency contributed substantially to ensuring the success of the first 
full operational year for the new European system of medicines control. This 
included a leading role in the inspection of overseas manufacture and leading 
Member State in the mutual recognition system. The Agency was also the first 
to introduce the EU system for variations of marketing authorisations. 


Forward Plans and Targets 1996-97 

G.10 These are set out in the Agency's Annual Report and Business Plan. High- 
level targets include monitoring medicines to ensure their safety and quality, 
inspection targets and targets for the assessment of licence applications, clinical 
trials and variations within tight timetables. 


G.11 Financial targets require the Agency to operate within budget, 
incorporating a further 3 per cent efficiency saving and within an external 
financing limit of £6.1 million. The Agency has also to achieve a return of 6 per 
cent and develop a cost weighted activity index. 


G.12_ The Agency's forward plans include maintaining the standards of service 
while still retaining financial viability following the introduction of the new 
European procedures. The Agency is also investigating ways to further improve 
the already highly developed pharmacovigilance systems such as wider 
involvement of reporting by health professionals, eg, pharmacists and allowing 


electronic reporting of adverse drug reactions. 


G.13_ The Agency aims to improve the service it provides and in December 
1996, following assessment by the Chartermark Unit, was awarded a certificate 
highly commending its achievements in providing a high-quality public service. 
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Publication of Reports and Accounts 

G.14 The MCA’s Annual Report and Accounts for 1995-96 and the Business 
Plan for 1996-97 may be obtained from the office of the Chief Executive, room 
1628, Market Towers, 1 Nine Elms Lane, London SW8 5NQ. 


NHS Pensions Agency 


G.15 The NHS Pensions Agency was launched in November 1992 and is 
responsible for the administration of the NHS Occupational Pension Scheme for 
England and Wales. The Scheme is seen by Ministers as an integral part of the 
Human Resources Strategy in the NHS. The Agency’s role is to provide a timely, 
accurate and helpful service to its 1.5 million customers and advice to interested 
parties about the Scheme. It is required to make prompt and accurate collection 
of all monies due to the Scheme from some 800 NHS employers and to provide 
value for money from all aspects of its operations. The Agency also has an 
involvement in NHS and Government pensions policy. 


G.16 Primary activities involve the payment of benefits and pensions in varying 
circumstances, revenue collection from employers, and transactions from 
members moving in and out of the Scheme. Secondary supporting activities 
include maintenance of some 1.5 million members’ records and provision of 
information and guidance for employers and members in an increasingly 
pensions conscious community. Almost all of the work is demand-led. 


G.17 The service the Agency is able to provide to members relies on 
information supplied by NHS employers, and the Agency's ambition to improve 
its service to members was hampered by its old highly functional structure. 
Therefore, the Agency undertook a substantial internal reorganisation into 
employer focused multi-functional Client Centres during the year, to improve 
links with employers and reduce process times for member transactions. 


Key Targets 

G.18 Although lost throughput during the major internal reorganisation 
meant that some key targets were missed in 1995-96 the restructuring has 
provided the organisational capability to set targets which are up to 25 per cent 
tougher for 1996-97. 


G.19 The Agency also continued its drive to reduce costs through competition 
covering some 65 per cent of the running costs and, since its launch in 
November 1992, has reduced staff numbers by some 116 posts up to April 
1996 with projected cumulative savings of some 220 posts by April 1997. 


G.20 During 1996-97 the Agency will build on the Client Centred organisation 
by further developing links with employers, and will introduce pensions 
administrators to replace old grades together with a restructured support 
system and services with optimised links to Client Centres. In addition, 
pensioner administration and medical advice services will be subjected to 
competition to ensure continuing value for money. 


G.21 Copies of the Annual Report and Accounts, which include an outline of 
the Agency's forward plans, are available from NHS Pensions Agency, Hesketh 
House, 200-220 Broadway, Fleetwood, Lancs FY7 8LG. Tel: 01253 774774. 
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Table G1: NHS Pensions Agency — Performance Against the Targets Set in 
1995-96 and the New Targets Set for 1996-97 | 


1995-96 1996-97 
KEY TARGETS 
Target Actual New 
7 _ ___ Performance Target 
MEMBERS yee Ave” ve - 
Awards: 


¢ to clear all awards for payment by the 
due date where complete applications 
are received on time; n/a! n/a} 100% 


* to clear other applications within: 
20 working days (1996-97: 


15 working days) 95% 90.5%2 95% 
40 working days (1996-97: 
20 working days) 99% 98.8% 99% 
Correspondence: 
© to provide a substantive reply to letters within: 
15 working days n/a! n/a! 95% 
20 working days 100% 90.7%2 100% 


’ VALUE FOR MONEY 
* to achieve an increase in efficiency over the 
next 3 years (1996-97: 12 months) based 
upon the Agency's cost weighted activity index 7% -8%2 7% 


FINANCIAL MANAGEMENT 
* to deliver the business programme within 
the agreed allocations Achieved - 


* to secure delivery of the 1994 valuation 
by 31 October 1996 through the 
Government Actuary n/a! n/a! 31 Oct 1996 


ORGANISATION/EMPLOYERS 
* to reorganise into multi-functional 


Client Centred teams 30 Nov 1996 31 May 1996 n/a! 


* to consult with employers on a charging 


regime for Scheme administration n/a! n/a! 31 Oct 1996 
SYSTEMS 
* to input the new Pensions Processing 31 March Not 

System 1996 achieved? na 


1 New target for 1996-97. 

2 Lost throughput during the reorganisation meant that these targets were not achieved over the year. 
However, during the final four months of year the awards targets were exceeded and the 
correspondence target was substantially improved. 

3 This target was not achieved because of delays by the supplier, and revised contract dates have been 
set during 1996-97. 
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NHS Estates Agency 


G.22 The Department's former Estates Directorate was launched as an 
Executive Agency in April 1991. The Agency's task is to support Ministers, the 
NHS Executive and the NHS in the management of its £24 billion estate and 
annual capital investment programme of over £1.2 billion. It employs about 180 
staff with a total annual expenditure of about £8.5 million. 


G.23 The Agency's main objectives are to encourage effective, efficient and 
economical management of the property used for health care and to promote 
excellence of design, with value for money, in new buildings. As property 
advisers and consultants to the health care industry, the Agency provides advice 
to Government on health policy. It also offers professional consultancy services 
to all branches of the NHS, the private sector, and overseas clients. 


Key Tasks and Targets 1995-96 

G.24 In the light of possible privatisation, the Agency has continued to focus 
on customer needs and stringent cost controls. All funds were untied to 
customers by the year end, giving them complete choice of service provider. A 
customer services charter was also developed which will be monitored regularly. 
The Agency was joined by estate colleagues in regional offices prior to full 
integration in 1996-97. It was also joined by the primary care premises policy 
team so enabling a single co-ordinated overview of all estate matters for the 
first time. A major tender for an information systems support contract was won 
in competition by the Agency and a review of the future of its publications 
programme and agency structures has taken place in preparation for 1996-97. 
All key tasks and targets were achieved in year. 


Key Tasks and Targets 1996-97 

@ establish new agreements with the NHS Executive and its regional offices for 
all their estate support needs (by the end of July 1996); 

5 fully integrate all estates personnel at Leeds and regional offices to improve 
quality of output, value for money and customer satisfaction (ongoing); 

® on behalf of Regional Directors, manage, monitor and deliver the national 
programme for maintenance and disposal of the retained estate to agreed 
targets (£230 million by the end of March 1997); 

@ ensure continuing viability of our publications business by recovering all costs 
through direct sales to customers (by the end of March 1997); 

@ increase consultancy activities by 5 per cent with improved customer 
satisfaction and full recovery of any extra costs (by the end of March 1997); 

grow Information Systems consultancy and training project fees by 10 per 
cent in year (by the end of March 1997); 

5 provide a major contribution to the process review considering the optimum 
process for privatisation of all NHSE trading activities (by the end of March 1997); 

maintain levels of staffing, morale and service delivery to enable successful 
privatisation (by the end of March 1997); 

® deliver agreed net running costs limit of zero (by the end of March 1997); 

@ become increasingly efficient and produce in-year total cost savings of 3 per 
cent budget, partially demonstrated by use of cost-weighted activity index 
(by the end of March 1997). 


G.25 The 1995-96 Annual Report and Accounts was published in July 1996 
and contains more information on the Agency's activities. Copies of this 
document are available from NHS Estates, 1 Trevelyan Square, Boar Lane, Leeds 
LS1 6AE. Tel: 0113 254 7000. 


ANNEX H OTHER BODIES (INCLUDING 
EXECUTIVE NON-DEPARTMENTAL PUBLIC 
BODIES AND SPECIAL HEALTH AUTHORITIES) 


Executive Non-Departmental Public Bodies 


Central Council for Education and Training in Social Work (CCETSW) 

H.1 CCETSW has a United Kingdom remit to promote and regulate training 
for social services staff at all levels and across all sectors. Its main functions are 
to validate social work qualifying and post-qualifying programmes, administer 
bursaries for postgraduate students and to approve assessment centres and the 
arrangements for the delivery of vocational training. CCETSW has a staff of 240 
and a budget of £40 million. The Department grant was £29.6 million for 
1996-97 of which £14.2 million was used for student bursaries and a further £8 
million for disbursements to training providers. About 5,000 students enter 
professional social work courses each year. 7,718 social services staff registered 
for vocational qualifications in 1995-96. See also table H1. 


The English National Board for Nursing Midwifery and Health Visiting (ENB) 
H.2 The Board's statutory duties are defined in section 6 of the Nurses, 
Midwives and Health Visitors Act 1979. It employs 141 whole-time equivalent 
staff and in 1996-97 received grant-in-aid of £6.7 million. The Board’s main 
Statutory responsibility is for the approval of educational institutions in England 
to provide programmes of education and training for nurses, midwives and 
health visitors which meet the standards set by the United Kingdom Central 
Council for Nursing, Midwifery and Health Visiting (UKCC). In addition the 
Board is required to provide advice and guidance to Local Supervising 
Authorities (LSAs) and has reviewed this to take account of revised legislation. It 
also provides a careers service for the public and professions. The Board 
provides an applications processing service for admissions to all full-length, 
diploma-level, pre-registration nursing and midwifery programmes in England. 
Following an independent review, the Universities and Colleges Admissions 
Service (UCAS) has been contracted to provide the service for admissions to 
programmes commencing September 1998 and thereafter. See also table H1. 


Public Health Laboratory Service (PHLS) 

H.3 The primary function of the PHLS is to improve the health of the 
population through the diagnosis, prevention and control of infections and 
communicable diseases in England and Wales. It operates through a network of 
49 public health laboratories organised into nine groups throughout England and 
Wales, together with its Central Public Health Laboratory and Communicable 
Disease Surveillance Centre, which are located with the Headquarters of the 
Service at Colindale, London. 


H.4 The Board has a turnover of about £112 million including £56 million 

funded by the Department and income of £56 million from contracts for the 
' provision of services to the NHS. It employs about 3,200 staff who examined 
over 10 million microbiological specimens during the year. 


-H.5 In addition to providing advice and information to the Department to assist 

in policy formulation on communicable disease control, and with the operational 
issues arising from policy implementation, the PHLS continued to make its 

‘distinctive contribution to the control of communicable diseases. Important 
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developments and achievements included the establishment of a PHLS 
Environmental Surveillance Unit to undertake national surveillance of the 
microbiological contamination of food, water and the environment and strengthen 
the links between this and the surveillance of human disease; the establishment of 
new national reference facilities for the diagnosis and surveillance of 
Campylobacter, Helicobacter pylori infections, and sexually transmitted diseases; 
and the establishment of a Nosocomial Infection Surveillance Unit for the 
surveillance and monitoring of hospital acquired infection. Additionally, molecular 
methods for the non-culture diagnosis of meningococcal infections were 
developed and introduced at the Meningococcal Reference Unit. 


H.6 The PHLS was awarded a national contact by the NHS Executive for the 
provision of communicable diseases epidemiology services, and support for NHS 
activity in the control of communicable disease, in each NHS Region. The 
contract commenced in April 1996, replacing the varied arrangements 
previously in place around the country. See also table H1. 


National Biological Standards Board (NBSB) 

H.7 The NBSB has a statutory duty to assure the high quality and safety of 
biological substances used in medicine such as vaccines, products derived from 
human blood, hormones and response modifiers such as cytokines and growth 
factors. The Board operates through its management of the National Institute 
for Biological Standards and Control (NIBSC) which is a multidisciplinary 
scientific establishment with some 260 staff. The cost to the Department in 
1996-97 was £9.9 million. 


H.8 — NIBSC performs control testing and evaluation of biological medicines 
and annually examines some 2,000 batches of therapeutic products and over 
3,000 plasma pools. It also produces and makes available biological standards — 
and reference materials and conducts research and development relevant to its 
control and standardisation activities. 


H.9 The Institute has continued its range of work for the Department and 
various agencies, particularly its activities to provide reference standards for the 
Blood Transfusion Service to help ensure the safety of blood at the point of 
donation. NIBSC operates within the European Union as an Official Medicines 
Control Laboratory and ensures that high standards are maintained for products 
available on the European open market. 


H.10 The quality of NIBSC’s control and standardisation activities are 
independently accredited and certified to the international quality standards 
EN 45001 and ISO 9001. See also table H1. 


Table H1: Gross Expenditure on Administration for Larger Executive Non-Departmental Public Bodies 
(ENDPBs): from 1993-94 to 1999-2000 


= = 2 : Gross Administrative Expenditure/£ million 
1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 1999-2000 


Central Council for Education & Training in Social Work (CCETSW) 11.3 10.4 8.0 8.4 8.1 7.9 ries 
English National Board for Nursing, Midwifery & Health Visiting (ENB)22.7 10.3 10.0 9.9 9.5 9.7 95 
Public Health Laboratory Service (PHLS)2 4.9 4.7 4.7 43 3.9 3.8 37 
National Biological Standards Board (NBSB)2 ies Ue ise 1.4 2 es 13 


1 This table includes only those ENDPBs with over 25 staff and/or which rely on government grant or grant-in-aid for over 50 per cent of their income. 
2 For PHLS and NBSB, years up to 1996-97 are estimated from gross spending and 1995-96 actual figures. Years 1997-98 onwards are extrapolations based 
on 1995-96 actual spending and provision for spending in future years. 


Human Fertilisation and Embryology Authority (HFEA) 

H.11 The Authority is responsible principally for regulating and licensing NHS 
and private centres that provide treatment involving in-vitro fertilisation and 
artificial insemination by donor. Its revenue budget in 1996-97 was £1.36 
million and it employs 26 staff. The Authority is currently required to recover 70 
per cent of its costs from fees. 


H.12 The first five-year independent review of the Authority was completed in 
1996. This concluded that the case for an independent Statutory body in the 
field of assisted conception remained valid. Ministers accepted the reviews 12 
recommendations, which included the production of annual business plans and 
a corporate plan, as well the introduction of annual accountability reviews. 


H.13 In 1996, for the first time, new members were appointed to the 
Authority following public advertisement. 


National Radiological Protection Board (NRPB) 

H.14 The Board has a statutory duty to advance, by means of research and 
otherwise, the acquisition of knowledge about the protection of mankind from 
radiation hazards, both ionising and non-ionising, and to provide information 
and advice accordingly to Government Departments and others with 
fesponsibilities for protecting the community or sections of the community. It 
also provides technical services and undertakes contract research related to 
radiological protection for all of which it levies charges. The Board's annual 
turnover is approximately £14.3 million, of which the Department and the 
Scottish Office provide approximately £6.2 million (excluding capital). It employs 
about 315 staff. 


H.15 The Board has published formal advice on a number of matters relevant 
to public health protection against ionising and non-ionising radiation such as 
the risk of radiation-induced cancer at low doses and low-dose rates, the effects 
of ultraviolet radiation on human health, limits for radioactive materials in 
human foodstuffs and environmental media, and the designation of radon 
affected areas in England and Wales. 


H.16 Research projects included: a full re-assessment of the doses to the 
population of Seascale from nuclear discharges at Sellafield and other sources; 
development of methods for dealing with the consequences of nuclear 
accidents and improving emergency preparedness; epidemiological studies of 
radiation workers and their children; molecular studies of the induction of 
leukaemia; investigation of the doses incurred by patients in diagnostic 
radiology; determination of human exposure to solar ultraviolet radiation; the 
biological effects, and methods of protection in pursuit of The Health of the 
Nation objectives on skin cancer; and comprehensive studies of the sources, 
levels, and potentially harmful effects of electromagnetic fields. 


H.17 At the international level, the Board has continued to strengthen the 
United Kingdom's position in the various commissions and agencies that deal 
with matters of radiation protection, including the World Health Organisation, 
and made a particularly significant contribution to the research and regulatory 
programme of the European Commission. 
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Medical Practices Committee (MPC) 

H.18 The MPC was originally set up under the NHS Act 1946, now consolidated 
in section 7 of the NHS Act 1977, consisting of a lay Chairman and eight other 
members of which five are GPs. The MPC serves England and Wales has a budget 
of £371,000 and a secretariat of 13 staff. The principle function of the MPC is to 
control the distribution of GPs in England and Wales with the ultimate aim of 
ensuring that there will be adequate numbers of GPs throughout the country. It 
does this in several ways, all in consultation with health authorities and Local 
Medical Committees and having regard to any expressed views of Community 
Health Councils. The Committee deals with about 7,000 applications from doctors 
each year and prepares a business plan which is agreed by the Department. 


Special Health Authorities (SHAs) 


Dental Vocational Training Authority (DVTA) 

H.19 The DVTA exercises the functions of health authorities by allocating 
vocational training numbers to dentists. Dentists who wish to practise 
unsupervised in the General Dental Service of the NHS need to have a 
vocational training number to show that they have satisfied the regulations by 
either completing vocational training or that they are exempt from the 
requirement to do so, or that they have experience or training that can be 
shown to be equivalent to vocational training. The DVTA consists of a Chairman 
and 41 members: 40 members nominated by the British Dental Association and 
the Secretary who is nominated by the Department. 


H.20 Between October 1995 and September 1996 DVTA issued 1,543 
vocational training numbers. 


H.21 The DVTA is funded by the Department. In 1996-97 the budget was 
£67,000. This is split approximately 50/50 between members’ expenses and 
administration costs. 


Family Health Services Appeal Authority 

H.22 The Family Health Services Appeal Authority was established as an SHA in 
April 1995. Its function is to determine appeals against decisions taken by health 
authorities under the provisions of the NHS (Pharmaceutical) Regulations, and 
the NHS (Service Committees & Tribunal) Regulations. The Authority employs 
around 20 people. The Authority is funded through a Department central 
budget. The planned expenditure for 1997-98 is £1.221 million. 


Health Education Authority (HEA) 

H.23 The HEA has a statutory remit to provide information and advice about 
health directly to the public; support health professionals and others who 
provide health education to the public; and advise the Secretary of State on 
matters relating to health education. It designs and manages health education 
programmes, commissions materials, gives policy advice, and commissions 
research to advance the scientific basis of health education. About two-thirds of 
its revenues are contracted out to a mix of suppliers including major advertising 
agencies and small specialist teams. 


H.24 From April 1996, the Department has specifically contracted with the 
HEA for the work it wishes it to carry out. See chapter 3, paragraphs 3.74, 
3.83 and the Health of the Nation section. The Authority's income derives 


from these specific contracts with the Department and other funders. The 
Department's budget for health promotion is beirig opened up to competition 
from other suppliers through a process of competitive tendering. 1995-96 saw 
work worth £3 million go out to tender and other areas of work will go to 
tender as existing HEA projects come to an end. 


H.25 In 1996-97, the Department spent £37.9 million through the HEA of 
which £987,000 was awarded under competitive tender. 


High Security Hospital Authorities 

H.26 The Special Hospitals Service Authority was abolished at the end of March 
1996 and new management arrangements were introduced to bring high 
security psychiatric services closer to the rest of the NHS. Three new SHAs 
(Ashworth, Broadmoor and Rampton Hospital Authorities) were set up to 
manage the high security hospitals from April 1996. The three Hospital 
Authorities are responsible for managing the hospitals as separate provider units 
in much the same way as other NHS hospitals are managed by NHS trusts. The 
functions of the high security hospitals have not changed. Each of the Hospital 
Authorities is managed by a board comprising a non-executive chairman, five 
non-executive members, and five executive members. The chairman and non- 
executive members are appointed by the Secretary of State for Health. 


H.27 The NHS Executive is responsible for commissioning high security 
psychiatric services through contracts with the Hospital Authorities. As well as 
the level and quality of patient care, contracts stipulate the security standards 
the hospitals must meet. The High Security Psychiatric Services Commissioning 
Board advises the NHS Executive on these issues and on the commissioning of 
professional training and research within the high security hospitals. It has a 
broad membership including representatives of NHS purchasers in England and 
Wales, the Home Office, Prison Service, Social Services and Mental Health Act 
Commission as well as expert advisers. 


@ Ashworth Hospital Authority — is contracted to provide 500 beds (1996-97). 
It has an annual revenue budget of £45.024 million and employs 1,380 staff. 

@ Broadmoor Hospital Authority — is contracted to provide 443 beds (1996-97). 
It has an annual revenue budget of £38.379 million and employs 1,042 staff. 

@ Rampton Hospital Authority — is contracted to provide 448 beds (1996-97). It 
has an annual revenue budget of £42.802 million and employs 1,222 staff. 


Mental Health Act Commission (MHAC) 

H.28 The Commission was set up as an SHA in 1983, with responsibility under 
the Mental Health Act 1983 for protecting the interests of detained patients in 
England and Wales. Commissioners visit hospitals where there are detained 
patients to make sure the powers under the Act are being used properly. They 
also have responsibility for investigating complaints made by or about detained 
patients. The Commission also operates, on behalf of the Secretary of State, the 
provision of Second Opinion Appointed Doctors (SOAD). This is a demand-led 
service for which the Commission not only appoints doctors, but also makes the 
necessary administrative arrangements when a second opinion under the 
Mental Health Act is requested. 


H.29 The Commission publishes a report on its activities every two years. The 
seventh Biennial Report is due to be published next year. 
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H.30 The Commission is directly funded by the Department from its HCHS 
budget. The budget for 1996-97 is £2,701 million and will cover the cost of the 
fees/expenses to members and SOADS and administrative costs. 


Microbiological Research Authority (MRA) 

H.31 The MRA was established as an SHA in April 1994 to manage the Centre 
for Applied Microbiology and Research (CAMR) which had previously formed 
part of the Public Health Laboratory Service. The Authority is required to 
contribute to the health of the United Kingdom population by conducting 
research on specified microbiological hazards with a view to the development 
and production of effective diagnostic, prophylactic and therapeutic products. 


H.32 The MRA has an annual revenue budget of approximately £18.9 million 
in 1996-97; about two-thirds earned through income mainly from commercial 
research and production contracts. Total Department contribution (including 
capital funding) is expected to be some £5.6 million in 1996-97. 


H.33 The second year of the CAMR function being managed by MRA was one of 
consolidation. Good progress has been made in focusing the Centre’s attention on 
its core activities, and a rational scientific strategy was agreed between the Board 
and Department. A satisfactory balance was achieved between the pursuit of 
commercially viable business opportunities and CAMR’‘s responsibilities to the 
Health of the Nation programme. The high quality of the research activity, which is 
the foundation of CAMR‘s excellent reputation, was maintained. 


National Blood Authority (NBA) 
H.34 The NBA, a special health authority, is responsible for the management 
of the National Blood Service in England, including : 


collection of blood from voluntary donors, its processing, testing and supply 
to hospitals, through its network of blood centres; 

@ International Blood Group Reference Laboratory (IBGRL), and the Bio 
Products Laboratory (BPL) which makes therapeutic products from blood 
plasma and makes and issues diagnostic materials. 


H.35 The key current aims of the NBA are to: 


collect sufficient blood to meet hospital demand (performance being 
monitored by national and area Blood Service Users Groups); 

® implement the Blood Donor's Charter, introduced in 1995; 

@ increase the effectiveness of clinical services provided to hospitals; 

4 complete implementation of the changes approved in November 1995 to 
rationalise the service and improve safety, reliability and efficiency. (After 
initial costs, savings of £10 million a year from reduced operating costs are 
expected to become available after about three years). 


H.36 The running costs totalling some £200 million are largely recouped 
through blood handling charges to hospitals, and through sales of BPL 
products. Further information, including summary financial statements, are 
included in the NBA‘s latest annual report which is available from: The National 
Blood Authority, Oak House, Reeds Crescent, Watford, Herts, WD1 1QH (Tel : 
01923 212121). 


NHS Litigation Authority (NHSLA) 
H.37 The NHSLA was established as a special health authority in November 
1995. It has three principal functions, to administer: 


@ the Clinical Negligence Scheme for Trusts (CNST), covering liabilities for 
alleged clinical negligence in respect of NHS trusts where the original 
incident occurred after April 1995; 

@ the Existing Liabilities Scheme (ELS), relating to clinical negligence incidents 
in respect of health authorities and trusts which occurred before April 1995; 
and 

¢ ex-regional health authority (RHA) clinical negligence liabilities passed to the 
NHSLA as a result of the abolition of RHAs. 


H.38 The Authority administers the schemes to promote the highest possible 
standards of patient care and to minimise suffering resulting from those adverse 
incidents, which occur despite this work. 


H.39 The NHSLA will have an annual expenditure for 1997-98 of £78.8 
million, comprising £1.3 million in respect of CNST and £77.2 million in respect 
of ELS and the ex-RHA liabilities. Further information about the NHSLA, 
including a summary of their financial statements, will be available in its first 
Annual Report to be published in 1997. 


NHS Supplies Authority 

H.40 The NHS Supplies Authority, known colloquially as NHS Supplies, is a 
special health authority that was set up in 1991 to ensure efficient, effective 
and economic purchasing for the NHS and to provide a focus for negotiating 
national contract terms and prices with suppliers. It influences some 50 per cent 
of the total annual expenditure of around £4.5 billion on NHS procurement and 
operates in competition with other, commercial, suppliers in selling goods to 
the NHS. NHS Supplies currently employs 4,017 whole-time equivalent staff 
(down from 4,500 in 1992) and has achieved savings of nearly £286 million for 
the NHS as a result of effective purchasing. 


H.41 Priorities for 1996-97 include: 


5 achieving average net purchasing savings of between 4 and 5 per cent of 
overall contract value; 

® improving performance data available to NHS trusts; 

® reducing operating costs while maintaining or improving operational 
efficiency; 

5 continuing to influence around half of the annual NHS spend on goods and 

Services; 

® ensuring continuity of service during the continued programme of 
warehouse rationalisation; 

5 reviewing the information and advice made available to small businesses; 

5 working with suppliers on reduction and recycling of waste. 


H.42 Further information about NHS Supplies, including a summary of its financial 
statements, can be found in the latest Annual Report. This is obtainable on written 
application to NHS Supplies, Apex Plaza, Forbury Road, Reading RG1 1AX. 
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Prescription Pricing Authority (PPA) 
H.43 The PPA‘s main functions are: 


@ to calculate the amounts due for supplying drugs and appliances prescribed 
under the NHS (processing over 480 million prescriptions each year); 

@ to produce information for GPs, health authorities and the Department of 
Health about prescribing trends and drug usage, monthly reports showing 
actual spending on drugs set against predetermined amounts under the 
Indicative prescribing Scheme or the GP Fundholding Scheme and the 
monthly Drug Tariff; 

@ to detect and follow prescription fraud both by patients and contractors; and 

@ to administer the NHS Low Income Scheme. The PPA assesses some 1.3 
million claims and issues certificates for the remission of NHS charges in 
respect of prescription, dental and other chargeable services. 


H.44 The Authority's current revenue allocation for 1997-98 is £43.7 million. 
Rigorous performance targets have been set for the Authority's work under a 
Service Level Agreement which is monitored by the NHS Executive and 
efficiency savings are expected. There have been steady decreases in the 
processing cost per prescription as the numbers of prescriptions priced per staff 
member rose from 264,000 in 1994 to 413,000 in 1996. The market test of 
prescription processing ended with the award of a contract from August 1995, 
achieving savings of £3.57 million per annum., and a further £3 million saving 
has come from the PPA taking over the Low Income Scheme in 1993. 


The United Kingdom Transplant Support Service Authority (UKTSSA) 
H.45 The UKTSSA is a special health authority of the NHS which was 
established in April 1991. The Authority supports organ transplantation 
throughout the United Kingdom and Eire. Its main objective is to facilitate the 
effective and equitable distribution of human organs for transplantation. The 
Department funds the UKTSSA through a centrally held budget in Vote 1. Other 
United Kingdom countries contribute on the basis of agreed proportions. The 
centrally held revenue budget for 1996-97 is £4.106 million. In addition, the 
UKTSSA has been allocated £212,000 to operate and maintain the NHS Organ 
Donor Register which is a computerised record of people who have registered 
their wish to be an organ donor. 


H.46_ The staffing establishment at the end of 1996-97 is planned to be 108 
whole-time equivalents . The UKTSSA’s management arrangements were reviewed 
in 1993 and Ministers accepted the review’s recommendation that the UKTSSA 
should be retained as a Special Health Authority for at least a further five years. 


Other NHS Bodies 


Dental Practice Board (DPB) 

H.47 The DPB is an NHS body in its own right (neither an SHA nor an NDPB) 
and its role is to check and price some 38 million remuneration claims from 
dentists in the General Dental Services; authorise and make the resultant 
payments (of some £76 million per month) to 22,000 dentists’ contracts: 
maintain the registration of 30 million patients; monitor dentists’ activities for 
quality and probity and take action where necessary. Investment in an Electronic 
Data Interchange programme means that over 30 per cent (10.7 million in 
1994-95) of claims are received electronically. Its administration costs in 1994- 


95 were £22.5 million. The Board's performance is reviewed quarterly and at an 
Annual Accountability Review with the Department. To date market testing of 
some £15 million of the DPB's activities has been completed. 


Unrelated Live Transplant Regulatory Authority (ULTRA) 

H.48 The ULTRA was set up as a result of the Human Organ Transplants Act 
1989. The role of the Authority is to scrutinise live transplants between 
unrelated people, with the purpose of ensuring that;no inducement is offered 
or coercion applied to the potential donor. There are 11 members of the 
Authority. Although their positions are unpaid, they do receive travel expenses 
for attending ULTRA’s meetings. The Authority's Secretariat is provided by two 
officials of the Department in London at a total cost of £20,500 per annum. 


Miscellaneous 


NHS Tribunal 

H.49 The Tribunal is a non-departmental public body with judicial powers, 
supervised by the Council on Tribunals. Its purpose is to protect NHS family health 
services (FHS) by deciding whether the continued inclusion of a FHS practitioner's 
name on a health authority's medical, dental, pharmaceutical or ophthalmic list 
would be prejudicial to the efficiency of the service in question and bring it into 
disrepute. If it does, it must direct that the practitioner is disqualified for providing 
the service. This power makes it the ultimate NHS disciplinary body for FHS 
practitioners. It has no other, lesser sanction available to it. 


H.50 The Tribunal has a total of 42 appointees which includes one Chairman, 
two Deputy Chairmen and 39 Members. 


H.51 The NHS Tribunal has one permanent employee, the Clerk to the 
Tribunal, who is paid an annual retainer of £1,233. In addition, the Clerk 
receives fees according to the number and kind of Tribunal cases in a year. 


Voluntary Sector Support 

H.52 The aim of the £51 million annual funding by the Department of Health of 
the voluntary sector is to support and promote Ministers’ policies, priorities and 
objectives across the entire spectrum of HPSS activity. Funding goes primarily to 
national voluntary organisations and is not designed to supplement or replace 
statutory funding for local voluntary groups. Voluntary sector funding is an effective 
means of developing models of good practice in particular areas of provision, 
encouraging voluntary sector involvement in the delivery of health and personal 
social services, and reducing dependence on public sector funding of these services. 
The largest of the current schemes with a provision of £20.8 million in 1996-97 is 
the Section 64 General Scheme, but there are also some time-limited schemes 
which have been launched to promote specific Ministerial initiatives. Each scheme 
has its own set of objectives and output, and performance is measured against 
these. Grants awarded under the Section 64 General Scheme are monitored and 
reviewed in accordance with guidance agreed with HM Treasury. Every year the 
Treasury selects for review six voluntary organisations, grant aided under the 
Scheme, to satisfy itself that the agreed criteria have been properly applied. 
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ANNEX I DEREGULATION 
Strategy for Reducing Burdens 


1.1 The Department attaches great importance to reducing regulatory, 
administrative and enforcement burdens on business, the voluntary sector and 
local government. Because a certain amount of regulation is essential to ensure 
public safety and to protect human health, one of the Department's main aims 
is to achieve better and more effective regulation. 


Achievements in 1996-97 


1.2 The Department is not a major regulatory department, but 1996-97 saw 
a number of substantial deregulatory measures. These included: 


@ The Food Safety (Fishery Products and Live Bivalve Molluscs and 
Other Shellfish) (Miscellaneous Amendment) Regulations 1996 which 
came into force in July 1996, revoked four regulations and amended a 
further four, without imposing any new burdens on industry. 

@ New Imported Food Regulations laid in March 1997, streamlined and 
updated the previous Regulations. They clarified which categories of food 
require checking and reduced burdens on business by introducing a new 
provision for certain consignments which in the past would have been 
subject to formal legal proceedings in the Magistrates’ Court. Rather than 
face possible rejection or destruction, under the new provision such 
consignments of food may, in specified circumstances, enter the country for 
treatment, reprocessing, etc. The Regulations come into force in April 1997. 

@ Home Made Produce. Amendments to the Food Premises (Registration) 
Regulations 1991 to come into force in April 1997, will exempt people who 
prepare food at home for sale in Women's Institute markets from the 
requirement to register their domestic kitchens as food businesses. 

@ Specialist Cheesemakers. A code of Best Practice was published in March 
1997 on behalf of the Specialist Cheesemakers’ Association. This contained 
detailed guidance on best hygiene practices for farmhouse cheesemakers, 
specialist retailers, and the enforcement officers who come into contact with 
them. 

@ Combined Compendium Data Sheets and Summaries of Product 
Characteristics. An amendment to the Medicines (Data Sheet) Regulations, 
which came into effect in October 1996, allowed companies to provide 
information about all their products in one compendium, and precluded the 
need for industry to meet regulatory requirements by sending data sheets for 
each product to every doctor/dentist at least once every 15 months, at an 
estimated cost of £30,000 per product every 15 months. 

@ Human Fertilisation and Embryology Authority. Implementation of the 
conclusions of the Authority's first quinquennial review included introduction 
of more flexible arrangements in the annual inspection programme for 
clinics and a further review of forms used for the collection of data. 
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5] During 1996 the Department has: 


@ met 96 per cent of its 1996 target for reform of regulations (82 regulations 
had been repealed or amended by the end of 1996); and 
@ put forward four proposals to reduce burdens arising from primary 
legislation by use of the order-making power in the 1994 Deregulation Act. 
1.4 Input to ‘Direct Access Government’ (www.open.gov.uk/ 
gdirect/index.htm) — an Internet Service which provides regulatory guidance and 
forms to business, charities and the voluntary sector — was also given priority. 
The entry for the Department and its Agencies now covers 15 regulatory areas. 
5 Application of the business friendly enforcement powers in the 1994 
Deregulation Act, to improve the fairness, transparency and consistency of 
existing enforcement procedures, was also actively pursued. 


@ Since July 1996, enforcement authorities have been required to issue a 
‘minded to’ notice to food businesses before serving an improvement notice. 
This gives businesses the right to make representations which must receive 
due consideration, within a reasonable period, before an improvement 
notice is served. 

@ Improvements proposed in the fields of human medicines, medical devices, 
residential care/nursing homes, nurses agencies and skin piercing are subject 
to consultation. 

1.6 Reviews of business licences and administrative forms (sent to business 

and the voluntary sector) continue. To date the Department has: 


@ simplified nine business licences (out of a total of 19), and plans partially to 
repeal another two licences and simplify two more; 

@ abolished 54 per cent of its administrative forms.Its 1996-97 target of 16 per 
cent for abolition/simplification was nearly doubled (11 forms were 
abolished and 12 simplified in 1996/97 — 30 per cent of forms) 


Plans for 1997-98 


1.7 In addition to completion of the review of business licences by 
September 1997, work plans for 1997-98 include: 


Sd policy proposals in the White Paper on social services published in 
March1997; 

5 implementation of proposals to remove registration/licensing requirements 
for some skin-piercing businesses; 

o laying two deregulation orders — on children’s working hours on Sunday and 
partial deregulation of skin piercing — and consulting on one other proposal 
for use of the deregulation order-making power on placements within 
residential care homes; 

ea competitiveness mapping exercise ‘COMAP’, a joint initiative with the 
trade association Association of British Health Care Industries (ABHI) to 
identify where the health care industry's strengths and scope for 
improvement lie, allied to strategic seminars in Sheffield, St Albans and 
Guildford to introduce companies to a range of services that the 
Government, via Business Links, can offer: 
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@ consolidation of eight sets of existing fish/shellfish regulations; 

@ continuing work to update the Food Safety Act Codes of Practice; 

@ appointment of the Independent Schools Joint Council (ISJC) as an 
authorised inspector of independent boarding schools under section 38 of 
the 1994 Deregulation Act. Each school will then have a choice of being 
inspected by either its Local Authority or the ISJC; 

@ a review of the operations of the Nurses Agencies Act and the regulation of 
laser use; 

@ repeal or amendment of 50 regulations and abolition/simplification of 12 per 
cent of administrative forms; 

@ inputting of United Kingdom review recommendations to the European 
Commission's own review of the EC Food Hygiene Directive; 

@ completion of negotiations on the In-Vitro Diagnostic Medical Devices 
Directive of 1997; 

@ on-going work on proposed Directives on Good Clinical Practice and Clinical 
Trials, the Manufacture of Pharmaceutical Starting Materials, the codification 
of EC legislation governing medicines control and the review of legal status 
directive 92/26/EEC; 

@ in the field of human medicines, simplification of pharmacy records and 
abolition of the need for wholesale dealers and manufacturers to renew 
licences after five years, and consolidation of the existing amendments to 
update the Prescription Only Medicines Order first introduced in 1983. 
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ANNEX J LONG TERM CAPITAL PROJECTS AND ANALYSIS OF CAPITAL ASSETS 


Table J1: Long-Term Capital projects - Details of Capital Projects Costing Over 
£15million and Reconciliation with Estimates 


£000 at 1997-98 prices! 


Project/scheme2 Year of start/ Current Original Spent in Estimate To be 

original estimate estimate estimate past years provision spent in 
of year of ofyear of expenditure? for 1997/98 future 
ans completion __ __completion?_ at - = — years 

Northern & Yorkshire Region 

Leeds General Infirmary Redevelopment 1994-95/1996-97 1997-98 81,204 81,626 71,993 8,713 920 

Harrogate Rationalisation of Acute Services 1993-94/1998-99 1998-99 35,501 35,501 16,340 14,371 4,790 

City Hospitals Sunderland-New DGH 1996-97/1998-99 1998-99 17,986 17,986 1,449 8,618 7,919 

North Thames Region 

Homerton Acute Services 1996-97/2000-01 2000-01 19,508 19,508 2,876 4,979 111,653 

Mid Essex Orthopaedics, Plastics & Burns 1995-96/1997-98 1997-98 30,306 30,306 16,326 11,078 2,902 

Ambulatory Care & Diagnostics Centre, 

Central Middlesex Hospital 1996-97/1999-00 1999-00 18,755 18,755 5,546 6,567 6,642 

South Thames Region 

Lewisham Phase 2 1995-96/1996-97 1997-98 41,663 41,663 37,083 4,580 0 

Medway DGH Development 1995-96/1998-99 1998-99 58,261 58,261 23,020 24,126 TAS 

Royal Sussex County Hospital Development 1994-95/1997-98 1997-98 57,189 57,189 42,806 13,547 836 

Anglia & Oxford Region 

No projects 

South & West Region 

West Dorset DGH Phase 2 1993-94/1998-99 1998-99 44,365 43,012 31,997 10,571 444 

Royal United Hospital Bath-Redevelopment 1996-97/2000-01 2000-01 a3 371 33,371 847 6,204 26,320 

United Bristol Hospital For Sick Children 1996-97/1998-99 1998-99 22,600 22,250 1,575 6,010 14,665 

Derriford Phase 4 1994-95/1997-98 1997-98 30,416 30,416 18,937 11,479 0 

West Midlands Region 

Stoke City General Orthopaedic 1995-96/1997-98 1997-98 15,615 15,615 13,750 1,615 250 

Birmingham Childrens Hospital 1996-97/1997-98 1997-98 31,796 31,796 16,796 13,000 2,000 

Trent Region 

Northern General Phase 3A Cardiothoracic 1995-96/1996-97 1997-98 21,009 21,009 16,598 4,411 0 

Leicester Royal Infirmary- Clinical 

Oncology & Haematology 1995-96/1997-98 1997-98 15,858 16,330 11,219 3,914 1,197 

North West Region 

Warrington Community - Reprovision of 

Winnick Hospital 1996-97/1998-99 1998-99 18,222 18,222 7,961 9,642 619 

Walton Neuroscience NHS Trust - 

Hospital Relocation 1996-97/1998-99 1998-99 17,700 17,700 575 10,000 7A25 

TOTAL 611,325 610,516 337,694 173,425 99,397 


Total 5 


1 The original estimates of expenditure and the current estimates of expenditure on the main contract and on fees and equipment have been brought to 
1997-98 prices using the GDP deflator. The expected expenditure on the main contracts has been revalued from tender base year prices using the 
APSAB/FORVOP index published by DOE (Quarterly Building Cost and Price Indices), which reimburses a contractor for price fluctuations occurring between 
the base date for the tender and the month in which it is carried out on site. 

2 Included if current estimate costs together with other sources of funds are £15 million or more. 

3 The dates shown for year of start/completion refer to the main contracts or where this is not available to a provisional estimate of contract start/completion 
date. Only schemes on site during 1997-98 are itemised in the first part of the table. Schemes which will reach practical completion before the start of 1997- 
98 or which are due to start on site after 1997-98 are not shown there, though there may be expenditure on a latter scheme in the forms of fees, equipment 
costs, enabling works, etc. 

4 Based on accepted tender price, or if not available, budget cost reconciled to expected tender date. Covers all project cost including VAT. 

5 Comparing the above projects with previous years’ estimates tables, the trend is: 


1994-95 1995-96 1996-97 1997-98 
% projects with later current completion date than original 17 0 0 16 
% projects with higher current estimate of expenditure than original 8 34 17 17 


6 The table includes only those schemes which are publicly funded or which include a significant element of public funding. Projects currently testing for PFI 
are not included. This represents a change from last year's table and accounts for the reduction in the number of schemes included. 
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Table J2: Capital Assets —- Analysis by Type of Asset (NHS Tangible Assets) 


Bs adh £ million 
‘ } Land Buildings, Assets Equipment TOTAL 
installations under 
f : : and fittings construction 
Cost or Valuation 
As at 1 April 1995 S74 15,391 Th27 4,335 24,624 
Net Book Value of 5th wave trusts 
at 1 April 1995 108 319 50 88 564 
Revaluation as at 1 April 1995 624 184 -77 -6 725 
Additions 28 493 920 353 1,794 
Transfers -113 389 -915 -11 -650 
Indexation 88 1 9 150 248 
Revaluation 3 -48 -50 -33 -128 
Disposals -153 -89 -9 -234 -485 
As at 31 March 1996 4,355 16,640 1,055 4,643 26,693 
Depreciation 
As at 1 April 1995 2,599 2,599 
Value of 5th wave Trusts at 1 April 1995 46 46 
Revaluation as at 1 April 1995 -3 -3 
Provided during the year 617 383 1,000 
Additions 7 Zz 
Transfers -58 -58 
Indexation 87 87 
Revaluation -20 -20 
Disposals -208 -208 
As at 31 March 1996 617 2,834 3,451 
Net Book Value 
As at 1 April 1995 Sel 15,391 Tybee 1,736 — 22,025 
As at 31 March 1996 4,355 16,023 1,055 1,809 23,242 


1 Total number of assets include donated assets. 


__ Source: NHS (England) summarised accounts 1995-96. 


2 Capital assets in the NHS are also analysed in the published NHS (England) Summarised Accounts 1995/96, 


however, not aggregated as in the above table. 


3 Figures for the assets of the department itself are not yet available. However, they are being prepared as part of the 
Resource Accounting and Budgeting initiative and will be included in a future version of this table. They will, 


nevertheless, be very small in comparison with the figures above. 


4 Totals may not sum due to rounding. 
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ANNEX K INFORMATION FORMERLY IN THE 
ESTIMATES ; 


K.1 Since 1996-97 Main Estimates have been presented in a condensed format 


aligning with cash plan tables (see table 1.1). 


K.2 Tables K1 and K2 detail Appropriations in Aid and contingent liabilities 


formerly provided through the Estimates. Details of Grants in Aid and 


Consolidated Fund Extra Receipts can still be found in the Supply Estimates. 


Other information which is no longer available through the Estimates is 
contained in the relevant sections of this Report. 


Table K1: Appropriations in Aid 
Based on 1997-98 provision 


Service Miscellaneous Revenue Sales of Capital 
income mainly from assets repayments 
goods and charges by NHS 
’ é services. trusts 
Vote 1 


NHS hospital, community 
health family health (cash 


limited), and related services. 4,900 95,100 244,000 

NHS Trusts 1,158,000 
General medical services 

Drugs 1 

Dispensing costs 

Prescription charge income 374,678 

General dental services 384,294 

General ophthalmic services 40 


Other family health services 
Trust debt remuneration 


NHS contributions 4,717,044 

Other 

Total 4,721,945 854,112 244,000 1,158,000 
Vote 2 

Departmental administration 4,511 522 
NHS Estates 4,790 

NHS Pension Agenc. 1,102 

Medical Devices Agency 447 

Youth Treatment Service 6,307 

Non-departmental public bodies 

and special health authorities 70,119 


Other services including medical, 

scientific and technical services, 

grants voluntary bodies, research 

and development and information 

services 1,942 
Welfare food and European 


Economic area medical costs 20,490 
Personal social services 1,048 255 
Civil defence 1 


Central government grants to 

local authorities 

Other 

Total 110,756 0 778 0 


£000 
Total 


344,000 
1,158,000 
0 

1 

0 

374,678 
384,294 
40 

0 

0 
4,717,044 
0 
6,978,057 


5,033 
4,790 
1,102 

447 
6,307 


70,119 


111,534 
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Table K2: Contingent Liabilities 


Vote 1 
A statutory contingent liability exists to meet: 


(i) an indemnity to water undertakers to cover any costs, not otherwise covered by insurance, arising 
from claims alleging harm to health from the operation of fluoridation schemes; and 


(ii) overdraft guarantees for NHS trusts. 
Non-statutory contingent liabilities exist to meet: 


(i) possible liabilities from NHS trusts in respect of contracts entered into between 9 June 1992 and 17 
June 1993; 


(ii) legal and other costs of medical and nursing staff engaged on clinical trials approved by the 
National Blood Authority (NBA) of new blood products manufactured by Bio-Products Laboratory (BPL) 
for the greater benefit of patients. This undertaking also encompasses the cost of any damage claims 
from patients arising from these clinical trials of new products; 


(iii) an indemnity in similar terms to that described above for water undertakers which supply water 
that has been fluoridated by other water undertakers; and 


(iv) an indemnity to higher education providers to cover a proportion of any redundancy costs which 
may arise in respect of pre-registration nurse education, which has moved to higher education sector 
should a contract of education not be renewed. 


Vote 2 
Non-statutory contingent liabilities exist to meet: 


(i) the cost of any compensation payments arising from claims for injury arising from trials of a 
whooping cough vaccine developed by the Microbiological Research Authority; 


(ii) the cost of any compensation payments arising from injury arising from immunisation of voluntary 
donors with hepatitis B vaccine; 


(iii) any claims for compensation payments arising from the immunisation of voluntary donors with 
specialised immunoglobulin subsequently harvested and used in the treatment of haemolytic diseases 
of newborn babies; 


(iv) the cost of legal or other costs of those other than qualified medical personnel distributing iodine 
tablets to the general public in the event of a nuclear emergency, in the event of an adverse reaction to 
those tablets occurring. The distribution of stable iodine tablets to the public would be necessary to 
prevent the uptake of radioactive iodine. Expert medical advice is that adverse reactions to stable iodine 
would be most unlikely. It is however necessary to offer an indemnity to those not otherwise indemnified; 


(v) any costs arising from an indemnity given to members of the Department of Health’s expert advisory 
committees on Toxicity, Mutagenicity, Carcinogenicity and Medical Aspects of Food against any action 
or claim against them by reason of or in connection with their duties as members of those committees; 


(vi) the cost of any compensation payment due to a negligent act or omission (including costs) arising 
from an act committed by a lay assessor involved in the Social Services Inspectorate’s inspection work, 
except where a lay assessor is either wilfully negligent or otherwise indemnified. There is an upper limit 
of £2 million on any one claim; 


(vii) the Government has paid £42 million to the Macfarlane Trust from which payments are made to 
haemophiliacs infected with HIV virus following treatment by the NHS with infected blood products. 
The Department has agreed to pay to the Trust any sums required to make payments if the funds 
already provided prove insufficient; 


(viii) an indemnity exists to cover the role of the Independent Complaints Advisor to the Medicines Control 
Agency and that the Department would pay the legal costs and damages arising out of any 
pronouncements or decisions that give rise to litigation by the complainant; and 


(ix) a contingent liability exists of £500,000 to enable the Family Fund to meet its duties under 
legislation to its staff in the event of it being wound up. 


ANNEX L STATISTICAL NOTES 


Activity | 

L.1_ All estimates are derived from the NHS Executive's quarterly fast track 
management information system. Figures prior to 1995-96 have been adjusted 
to take account of changes between pre-1994-95 and 1995-96 to allow direct 
comparison with 1995-96 figures. 


L.2 The estimates are on a ‘purchaser basis’ and relate to activity purchased 
using NHS funds by health authorities and GP fundholders in England. This 
includes activity purchased from private hospitals and NHS hospitals outside 
England, but excludes private patients and patients from outside England 
treated in English NHS hospitals. Some activity for the latter may be included 
through host purchaser services (accident and emergency and Genito Urinary 
medicine). 


L.3 The figures in this Report are on a different basis to the longer-standing 
series published annually in Ordinary and Day Case Admissions for England. The 
annual series is on a ‘provider basis’, and counts all patients treated in NHS 
hospitals in England, including private patients and patients from outside 
England. 


Waiting Times 


L.4 Inpatient waiting times information covers patients who are waiting to 
be admitted to a NHS hospital in England either as a day case or ordinary 
admission. It does not include: patients admitted as emergency cases; 
outpatients; patients undergoing a planned programme of treatment, eg: a 
series of admissions for chemotherapy; expectant mothers booked for 
confinement; patients already in hospital but included on other waiting lists; or 
patients who are temporarily suspended from waiting lists for social reasons or 
because they are known to be not medically ready for treatment. 


L.5 Inpatient waiting times begin from the date the clinician decided to 
admit the patient. Patients subsequently offered a date, but unable to attend, 
have their waiting times calculated from the most recent date offered. These are 
known as self-deferred cases. 


L.6 Waiting times of patients seen for a first out-patient appointment 
following a written referral by a GP to a consultant includes patients referred by 
a GP whether medical or dental attending consultant led out-patient clinics. The 
waiting time is the interval between the date the GP's referral letter was 
received by the hospital or community unit and the date when the patient is 
seen at the out-patient clinic. For patients who refuse an appointment or who 
fail to attend, whether giving advance warning or not, the interval between the 
- last missed appointment and the date the patient sees the doctor for the first 
time for out-patient treatment. 


Patient’s Charter 


Accident and Emergency Assessment 

L.7 The number of patients seen and assessed by a nurse or doctor within 
five minutes of their arrival at the accident and emergency department(s), as a 
percentage of the total number arriving. 


PT a 
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Cancellation of Operations 

L.8 The number of patients admitted electively for their operation in the 
quarter, having suffered a last-minute cancellation and waited over a month 
thereafter for admission, plus the number who, at the end of the quarter, had 
not yet been admitted and treated, having suffered a last-minute cancellation 
and waited a month thereafter. A last-minute cancellation is one made by the 
provider for non-medical reasons on the day of or after admission. If a patient is 
transferred between providers, cancellations by previous providers are included. 


Waiting in Outpatient Clinic 

L.9 The number of outpatient attendances where the primary consultation 
began within 30 minutes of the appointment time, as a percentage of all 
outpatient attendances. 


Practice Charters 
L.10 The percentages of GP practices which have a charter, as well as the 
percentage of GP practices which are in the process of developing a charter. 
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GLOSSARY 


Acute Services 
Medical and surgical interventions provided in hospitals. 


Business Plans 

NHS trusts are required to produce an annual business plan 
against which their performance is monitored. It is a 
management document in which the trust sets out its plans 
to develop services, its financial projections and its capital 
building plans. 


Capital 

Capital expenditure is that used on the acquisition of land 
and premises, individual works for the provision, adaption, 
renewal, replacement or demolition of buildings, items or 
groups of equipment and vehicles etc where the expenditure 
exceeds £5,000. 


Capital Charges 

Capital charges are depreciation and interest (health 
authorities), or return on capital (trusts), which cause NHS 
bodies to recognise the cost of using capital assets. 


Cash Limit 

A set limit on the amount of money the Government 
proposes to spend or authorise on certain services or blocks 
of services during one financial year. Cash-limiting enables 
the Government to maintain firm control over public sector 
cash expenditure. 


Central Health and Miscellaneous Services 

These are a wide range of activities funded from the 
Department of Health's spending programmes whose only 
common feature is that they receive funding direct from the 
Department, and not via health authorities. Some of these 
services are managed directly by Departmental staff, others 
are run by non-departmental public bodies, or other separate 
executive organisations. 


Community Care 

Care, particularly for older people, people with learning or 
physical disabilities or a mental illness, which is provided 
outside a hospital setting, ie in the community. 


Consolidated Fund 

The Government's tax revenues and other current receipts 
are paid into this Fund and the largest part of central 
government expenditure is financed from it. 


Credit Approvals 

Central government permission for individual local 
authorities to borrow or raise other forms of credit for capital 
purposes. 


Depreciation 

Depreciation is a cost charged as revenue expenditure, being 
the estimate of the proportion of capital assets consumed in 
a year. 


Estimates 
See ‘Supply Estimates’. 


European Economic Area 
The European Community countries plus Norway, Iceland and 


Liechtenstein. 


Executive Agencies 

Executive agencies are self-contained units established under 
the ‘Next Steps’ initiative aimed at improved management in 
Government. They carry out specific executive functions on 
behalf of the parent Department within an operational 
framework agreed by Ministers. 


External Financing Limits (EFLs) 

Trusts, like health authorities, are subject to public 
expenditure controls on their spending. For trusts this control 
is the External Financing Limit issued to each trust by the NHS 
Executive. The EFL represents the difference between the 
resources a trust can generate internally and its approved 
capital spending. If its internal resources are insufficient to 
meet approved capital spend then it is able to borrow the 
difference. If the internal resources are more than the capital 
spend then the money is used to meet any due repayments of 
debt principal with any excess being invested. 


Family Health Services (FHS) 

Services provided under part Il of the NHS Act 1977 in the 
community through doctors and dentists in general practice, 
pharmacists and other dispensing contractors, optometrists 
and ophthalmic medical practitioners, all of whom are 
independent contractors. Their contracts are set centrally by 
the Department following consultation with representatives 
of the relevant professions, and administered by health 
authorities. Some services are subject to contracts agreed 
locally with health authorities. Funding of the FHS is largely 
demand-led and not subject to in-year cash limits. The 
exceptions to this are certain reimbursements of practice 
expenses payable to doctors in general practice (GMS cash- 
limited spending), and expenditure by GP fundholders on 
drugs. Funding for these items is included in health 
authorities’ cash-limited allocations. 


General Medical Services (GMS) 

Medical services provided by general medical practitioners, 
for example: giving appropriate health promotion advice; 
offering consultations, physical examinations and 
immunisations, etc. 


GP Fundholder 

Family doctors (General Practitioners) whose practices have 
chosen to accept an agreed budget for part of their practice 
activity and to manage that budget themselves. The budget 


mainly covers some or all of the practice staff, certain hospital 
referrals, drug costs, community nursing services and 
management costs. This budget is within the health 
authority's cash-limited spending. 


Gross Domestic Product (GDP) Deflator 

The official movement of pay and prices within the economy 
that is used for expressing expenditure in constant (real) 
terms. The series is produced by HM Treasury. 


Gross/Net 


Gross expenditure is the total expenditure on health services, 
part of which is funded from other income sources, such as 
charges for services, receipts from land sales and income 
generation schemes. Net expenditure (gross minus income) is 
the definition of ‘public expenditure’ most commonly used in 
this report. 


Guardian Ad Litem (GAL) 

A guardian ad litem provides independent social work advice 
and investigation to the courts in care and related 
proceedings. The guardian’s role is to represent the child’s 
interests and to make a recommendation on what outcome is 
in the best interests of the child. 


Health Authority (HA) 

The health authority is responsible within the resources 
available for identifying the health-care needs of its resident 
population and for securing through its contracts with 
providers a package of hospital and community health 
services to reflect those needs. The health authority has a 
responsibility for ensuring satisfactory collaboration and joint 
planning with the local authority and other agencies. From 
April 1996, District health authorities and family health 
services authorities were replaced by a single ‘integrated’ 
health authority at local level with responsibility for 
implementing national health policy, integrating purchasing 
across primary and secondary care boundaries. 


Hospital and Community Health Services (HCHS) 

The main elements of these are the provision of hospital 
services, and certain community health services, such as 
district nurses, which are not provided by the FHS. These 
services are purchased by health authorities and provided in 
the main by NHS trusts. HCHS provision is cash-limited and 
also includes funding for those elements of FHS spending 
which are cash-limited (GMS cash-limited expenditure). 


NHS Trusts 

NHS trusts are public bodies providing health-care services. 
They are managed by their own boards of directors and so 
are independent of health authority control. NHS trusts are 
part of the NHS and are operationally independent to provide 
services based on the requirements of patients as represented 
by health authorities and GP fundholders. 


National Insurance Fund 
The statutory fund into which all National Insurance 
contributions payable by employers, employees and the self- 
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employed are paid, and from which expenditure on most 
contributory social security benefits is met. The NHS also 
receives funding from this. A supplement from the 
Consolidated Fund covers the difference between payments 
and receipts. 


Outturn 
Actual expenditure. 


Personal Social Services (PSS) 

Personal care services for vulnerable people, including those 
with special needs because of old age or physical or mental 
disability, and children in need of care and protection. 
Examples are residential care homes for the elderly, home 
help and home care services, and social workers who provide 
help and support for a wide range of people. 


Primary care 
Non-acute care which covers community and family health 
services. 


Private Finance Initiative 

Use of private finance in NHS capital projects, particularly in 
relation to the design, construction, financing and operation 
of an integrated set of services. Management of the facility 
lies with the sponsoring NHS organisation, and care 
continues to be delivered by NHS doctors and nurses. 


Real terms 
Figures adjusted for the effect of general inflation as 
measured by the Gross Domestic Product deflator. 


Regional Offices (ROs) 

The eight NHS Executive regional offices were established in 
April 1994. These offices are responsible for developing the 
purchasing function in the health service and for monitoring 
the financial performance of NHS trusts. The regional offices 
took on the non-statutory functions of the regional health 
authorities following their abolition in April 1996. 


Revenue 
Expenditure other than capital. For example, staff salaries, 
drug budgets, etc. 


Secondary care 
Care provided in hospitals. 


Supply Estimate 

A request by the Executive to Parliament for funds required in 
a financial year to meet most expenditure by Government 
Departments and certain related bodies. The published 
Supply Estimates are sub-divided into groups (Classes) which 
contain provision (usually by a single department) covering 
services of a broadly similar nature. A sub-division of a Class 
in known as a ‘Vote’ and covers a narrower range of services. 
It is the net provision which is authorised (or ‘voted’) by 
Parliament. 


Special Health Authorities (SHAs) 
SHAs are established by the Secretary of State for Health 
under Section 11 of the NHS Act 1997 for a variety of 


ey 


purposes. There are 13 SHAs, (at March 1997), including the 
three Hospital Authorities, Ashworth, Broadmoor and 
Rampton, which were established in April 1996. Each SHA 
has a unique function of a national or supra-regional nature 
which cannot effectively be undertaken by other types of 
health bodies. The functions of SHAs are not necessarily 
restricted to the NHS in England and some have UK-wide 
responsibilities. 


Specific Grants 

Grants (usually for current expenditure) allocated by central 
government to local authorities for expenditure on specified 
services, reflecting Ministerial priorities. 


Trading Fund 

A trading fund provides a financing framework which covers 
operating costs and receipts, capital expenditure, borrowing 
and net cash flow. It has powers to meet capital expenditure 
and working capital requirements, and to establish reserves 
out of surpluses. Within-the framework it can meet 
outgoings without detailed cashflows passing through Vote 
accounting arrangements. Trading funds are Government 
Departments or accountable units within Government 
Departments set up under the Government Trading Funds 
Act 1973, as amended by the Government Trading Act 1990. 
The Acts enable the responsible Minister, where he thinks this 
will lead to improved management efficiency and 
effectiveness, to set up as a trading fund a body which is 
performing a statutory and monopoly service whose fees are 
fixed by or under statute. 


Vote 
See ‘Supply Estimate’. 


Weighted capitation 

The principle of weighted capitation is to distribute resources 
equitably, based on the health-care needs of different 
resident populations. A national formula is used as the basis 
for allocating Hospital and Community Health Services 
(HCHS) revenue to health authorities. The formula uses 
forecast resident population figures which are then weighted 
for the cost of care by age group, for relative health which 
takes the form of three separate needs indices (general and 
acute services, unavoidable psychiatric services, and 
community health services), and to take account of the 
geographical variation in the cost of providing services. 


1&2 


INDEX 
A 
BEAORION, :5)5:0-aicoe Pee OE eo es eae 5.67 
BBR SR Ae as Sofa Matin eats Ce Oe o CAS Men Wed 
BE OMUUION: biicie car Seon hel OR Oe Peet {ee 3,59 
RE Na Ms eT AERC AIR Mout Foe oy Liv eee es 3.29 
Ambulance response times ..................0.. 4.76 
SUD AUONSPAIG 344 66 oskdddcxcvan ree Ses Annex K 
NE ORNS ih pc Whi Si ass eV ee eke 5.68 
B 
es SS A en es 3.41 
Bovine Spongiform Encephalopathy .............. 3.42 
C 
Capital Assets and building programme ... .4.99, Annex J 
Ee ey 5.45 
Se 1.10, Annex A 
Central Council for Education and Training in 
ES ee I) en rrr Annex H 
Central Health and miscellaneous 
ee 2.9, 3.3, Annex H 
MmeraCPINCIUOMIS . .... cece ces ee cet en cece wee 3.65 
Children's Services ............. 3.70, 4.198, 5.35, 5.63 
ER yt Lac’, §. 1.4 Sale bea ee 44S 4.186 
MUMCMETIECIVENCSS Fo... 0c ee ye eee ae ee ese 4.181 
Mfifemr PIOQUIENCE . 2. cece ees aee 4.115 
Communicable Diseases ...................0.00. 3.66 
ME flee ico koala. Pe week 5.42 
BEMTMAY PNAIMACY ......... 0.0 00eecdeveess 4.133 
eomuncent Liabilities ......5..0..0ccv eee cess Annex K 
Creutzfeldt-Jakob Disease ...................0.. 3.42 
D 
BMRNODIMC CANE 6.4 ..5 sce es eee eave eden 4.22 
Dental Practice Board ................00.008- Annex H 
Dental Vocational Training Authority........... Annex H 
Department of Health 
CT TE 2 ec a ae 6.29 
Aim and objectives ...............000e eee sa 
Pans ACE ENN RIE ati 4 a 2, 2 pany sok aep es Sb cks 6.4 
OA Oa oo 25 Sk ee 6.18 
EE EE SE Sa ae ee eee 6.3 
RESOUFCE ACCOUNTING «2.26. ce neon n ds 6.36 
AVI SOLU i eniies fap obec dls de bueus 6.15 
-  b Vag) a ee 2 a en 6.3 
UCN TINS Rearuces hE ich Pil Snide op) SC Annex D 
RNOMOMa ete, Wea bY aR At wha Gaeesbees Annex | 
Re AONTY SENVICES il icine a yew Ga wv ales 4.198, 5.31, 5.59 
BEY OVIGEHY SEIVICE cry ic duis eas gddeivceeee: 3.82 
metic) ali) SOWVENT MISUSE 254 60s ci tee dee e wl 3.79 
RU ee MAS y. a)'e'o. 6 Xb doko nck wat SRO 4.48, 4.125 
E 
NC ENIEY © Seeger re wie. cuca id Pee 4.58, 4.109, 6.33 
Elderly People's Services ............. 4198/5223; 5.53 
POICTOENCY SEIVICES: cocci e se eda este en eenee 472 
Bcish) National BOSId «1.0. views eee sce ein Annex H 


Environmental Health ..................... 3.17, 3.59 
Environmental Stewardship ..................... 6.30 
EQUaUOODONUNIKIES? 7. 55.o0.-1esls.. 00. 6. 4.206, 6.12 
EsCMASSLiGe Seis thee Sen we 3.76 
European Community Public Health ......... 3.84, 3.85 
Executive Agencies .................0.. 6.31, Annex G 
Executive Non-Departmental Public Bodies .6.32, Annex H 
erty oy ie Ra: 6 aot a ly ec ll 2.2 
Expenditure plans ........... 1.10, 2.2, Annex A 
EApenGMure GENS % cus. ssc cana ccce.le., 2.8 
NHS SOUTCES OF finance 35.4. .esscencccce, Z4 
F 
Family Heat Services one os. w woke be Gees oo. 4.11 
| PADDR AUTON oo sso ein ores ete elk cs Annex H 
Expenditure and resources ................ 4.44 
PEPIN aM CN ...5 sie seit ack core. 4.118 
DRA cee nee Me aes ne or 4.51 
PORMOI 2). Rent, te eee sae e e 3.48 
G 
RSGLET Al Pa OCAINYS shes ow Goa ain vod a coe eR 4.29 
General Dental Services ....... 4.49, 4.51, 4.137, 4.169 
General Medical Services 
RTE Se a cae AN Bet inn 8 i 4.46 
PRITONMANCE, [6.5 eco cs ce hs dee 4.119 
Bea oc aes ek ee Hicks 4,51, 4.119 
General Ophthalmic Services .............. 4.50, 4.142 
Coie FUP Wiss oes 55s RL da Pn So WE 4.167 
H 
Health Authorities 
ES, Bede FE Set SA oot na Pi Sed facie a 4.107 
Financial Performance... se. ces cece 4.88 
AGG SS RN Cita tA ee aa a a 4.123 
PSRIONTTMICE sos ae goe Neti nash iaes ad 4 4.52 
Health Education Authority ............. 3.74, Annex H 
FIGS OF. Lie PALIN an Ginca'e arate. eens Sate k ee ok 3.9, 4.154 
Health of the Young Nation ..................... 3.37 
BCE! s SEAR ERNE STG A Ee ar ee 3.66, 5.17 
High Security Hospital Authorities ............. Annex H 
Hospital and Community Health Services .......... 4.12 
Procauon Ot resaces oo oo os ew cos 4.25 
ALN UALRESOUNCES Rit bee a tee aces wah. 4.30 
EXPIRE ert cant ae ia ek Coos 4.18 
Wattle LEVIS ii ckintiacita | Pacueess ces 4.27 
PONT bach etak wees. 4.54, 4.88 
Sia en ra ee toe ee wk Sha ei 4.42 


Human Fertilisation and Embryology Authority ..Annex H 


I 
RUNS as oes ice Ae As cena Rn ee ve 3/0, 4.120 
J 
WWE COTIONURTS we pureed (caw ea ese ues © 5.20 
L 
Learning Disability Services 2.5. .se ce sac >. vee Bae bios 
Local Authority Expenditure ................ aio 


153 


154 


M 
MWalaciiainistration @ocwe irae arenas Rint qeretoaie 6.27 
Management costs - ies we. maeenc ee mew sim nh oien 4.105 
Medical Devices AGENCY em wae canneoue = Annex G 
Medical Practices Committee ................ Annex H 
Medicines Control Agency ...........0...5:. Annex G 
Mental Health Act Commission ............+.: Annex H 
Mental Health Services ..............0005: 4171, 5.28 
Microbiological Research Authority ............ Annex H 
Microbiological Risk Assessment ...........-00055 3.57 
Ministerial Responsibilities ................--. Annex C 
Mortality and Life Expectancy ..........--..0005- 3,35 
N 
National Biological Standards Board ........... Annex H 
National Blood AUthORty © dc scis'c aceon eee Wass Annex H 
National Health Service 
BCTV a a crt Me vere Maras td Roatan vl eee 4.52 
Baseline performance ..........-...00 0008 4,52 
ERICIONCY AIG Wit COStS gon a co sincere 4.58 
EX PONCIUIRE t2-g ste Grate, Batwa ot » os or ea ee Pa, 
Priorities and planning ........... uae 4.156 
PUN DOSE mene 5 beds ce o's aie Soa on si ee Gage ee 4.2 
Quality: and OutcOivies 5.o%.ic ce su pepe eae 4.66 
SOUMCES OF LINANCO. 2s Ga Pern wea ease Paar 
Starting DONOESs je avece cs ttee soos nee eee 4.201 
SPAM aire tee <lad 2 ella Wen ate ok tee 4.143 
SUCRE Wit ere ane e ee tag 4.11, Annex E 
UO GXDORCILOTG uae: (eee perio ees trae Annex B 
National Health Service Executive ................ 4.14 
Key ODMETIVES <2.) 7 cae ita On etait no come ee 4.10 
Policy Franiework. 2.5 enue fae er ee 4.8, 4.143 
PUT RIOSS aera coca lovey Ree eae, Se tase ee ne 4.7 
ROCINIS OUNCES Ss o.ncccce seeks ee ce. ar A Re 4.14 
National ROVIOS o's i.2 aspalsens, cpemeeteiasetbe aes paca a 4.27 
National Radiological Protection Board ......... Annex H 
NES Estate ocete whet oi ep oer ha aon tia ett ee ene eee 4.99 
NHS Estates AGenicy ic x civarcapndu sate Went ee Annex G 
NHS Ligation Authority: “eas otc cck s ohe des Annex H 
NHS Pensions Agency .............. Annex A, Annex G 
NHS Supplies Authority ............... 4,113, Annex H 
NEES TRIN 4. fice se x arate eae ees tee Annex H 
NHS Trusts Financial performance ........... 4.13, 4.91 
NUPSELDreSCHiDiniy Seniesa ert atte cee s.. ots 5.5 4.128 
NOT HAGN cuseee Sriaee Syn sete weed ac Se wd 2.33 
O 
Older People's Services .............. 4.198, 5.23, 5.53 
Open Government ove vo nue eee 6.19 
P 
Patient Partricrstity aca Gy ates oo eee aie 4.194 
PAUIEN EY SHCHATIEE tis ine ten eet nko ls Tae cee 4.77 
ee ea PUTER SEM PARE may OSs 4.211 
Peyinentent Bills aon’ cee We. ene, ounce 4.97, 6.26 
Personal Social Services 
PACTIVICY Gotoh: wie tas ait adh cascsdaeeees et cas EE ae 
EXDOMCIPUTEM ir lee acer nu enn ee PY ee 
Quality and registration .................. S70 


RESOUICES: 5s s:c-.0%s 9 ale tts ae ar oe See 

Standards of:-conduct ....c.. ses see eee Se 

Training, cic. so a2 pee eee oy 
Pharmaceutical Price Regulation Scheme ......... 4.129 
Pharmnaceutical Services... 2 20a aoe 4.48, 4.124 
Physical/Sensory Disability Services ........... 5.317539 
Prescription. Fraud 2... 9s. 29 Ax + sees a 4.131 
Prescription Pricing Authority ................ Annex H 
Primary: Care Led NHS... 4.2... ¢ 00.2 06stmena 4.159 
Private Finance Initiative .........:+5+.s0usene 4.31 
Public Appointments: ......2....0:s2¢ase eee 6.21 
Public Healthy :x5c.< Sabi oe Ss aia oon ae ee 3:1 421355 

Key objectives ......+ 4.00000 ot nee ay 

Management and resources ........ 3.3, Annex H 
Public Health Laboratory Service .............. Annex H 
Purchaser and Provider Data ............. 4.53, Annex F 
R 
Radiation in the Environment .................05- 3.63 
Recruitment on. o5 x wn tine 9 av ee 6.16 
Research and Development ..............-. 3.5, 4.182 
Residential Care Services .............0 0000s 5.24, 5.34 
Resource Accounting, .....>..«.«s «sos. oe ee 6.36 
S 
Social Care Group Key Objectives ................. 5.4 
Social Care resoufceS «..:....:+:.5.5 >see 55 
SMOKING: 2... 555+ 024s0004 45888 26 3.24 
Special Allocations .......:.2.s+:.+ set 4.28 
Special Health Authorities ................45. Annex H 
Special Transitional Grant .......... . «seen 5.8 
Standard Spending Assessment ....... slam 5.6 
Statistical Notes ..... 4.5. «ss» <. - 5 oe Annex L 
it 
Teenage Conceptions .........:+.+,. +00 eee 3.32 
Top-Sliced Budgets ..........<.s05n.+ eee 4.26 
U 
UK NHS Expenditure ...5.... 55 ene oe ae Annex B 
United Kingdom Transplant 

Support Service Authority ............. Annex H 
Unrelated Live Transplant Regulatory Authority . .Annex H 
Users of Services’ +... so... ee alee eee 4.194, 5.45 
Vv 
Value for Money.) .....5. 2000 n eine 4.104, 5.18, 6.33 
Variations in Health ...... ..... ..«« «0 aseme s.r 3.18 
Voluntary Sector .......s... dan aun oe Annex H 
W 
Waiting TUM@S: .-c.. x 28.5.0 0 erate eaten ee 4.82 
Weighted Capitation’ 2. ..25.4 s.asee rere eee 4.25 
World Health Organisation ..:<.u.0 0s see 3.86 
yd 
Young Carers: .)..5..o5 csc een ee enn en ool) 


Printed in the UK for The Stationery Office Limited on behalf of the 
Controller of Her Majesty's Stationery Office 
Dd. 5066408, 3/97, 22-040,5673, Job No 8159 


The |Stationery 
Office 


Published by The Stationery Office and available from: 


The Publications Centre 

(mail, telephone and fax orders only) 
PO Box 276, London SW8 5DT 
General enquiries 0171 873 0011 
Telephone orders 0171 873 9090 

Fax orders 0171 873 8200 


The Stationery Office Bookshops 

49 High Holborn, London WC1V 6HB 
(counter service and fax orders only) 
Fax 0171 831 1326 

68-69 Bull Street, Birmingham B4 6AD 
0121 236 9696 Fax 0121 236 9699 

33 Wine Street, Bristol BS1 2BQ 

0117 9264306 Fax 0117 9294515 

9-21 Princess Street, Manchester M60 8AS 
0161 834 7201 Fax 0161 833 0634 

16 Arthur Street, Belfast BT1 4GD 
0123 223 8451 Fax 0123 223 5401 

The Stationery Office Oriel Bookshop 
The Friary, Cardiff CF1 4AA 

01222 395548 Fax 01222 384347 

71 Lothian Road, Edinburgh EH3 9AZ 
(counter service only) 


Customers in Scotland may ISBN 0~10-136122-X 
mail, telephone or fax their orders to . Il 
Scottish Publications Sales 

South Gyle Crescent, Edinburgh EH12 9EB 

0131 479 3141 Fax 0131 479 3142 


Accredited Agents 
(see Yellow Pages) 


and through good booksellers 9"780101"361 2: 


~ 


